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ORAL SOLUTION (nikethamide CIBA) . 
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Clinical experience over many years has shown that 

Coramine Oral Solution is useful as a circulatory and th 

respiratory stimulant for asthenic or elderly patients. alr 

It has been reported that Coramine Oral Solution of 

may be beneficial in patients with coronary occlusion, le. 

in whom it appears to improve collateral circulation tiv 
in the infarcted area and to stimulate the respiratory 

center.’ Being noncumulative and having low toxi- ge 

city, Coramine Oral Solution is suitable for prolonged cy 


treatment without danger of habituation developing. 
Dosage: 4% to1 teaspoonful (2 to4 ml.) 2 or3 times a 
day—diluted, if desired, with water. 


SUPPLIED: Coramine Oral Solution, a 25% aqueous 
solution of nikethamide; bottles of 1 and 3 fluid oz. and 
1 pint. Also for intravenous or intramuscular use: Am- 
puls, 1.5 ml. and 5 ml.; multiple-dose vials, 20 ml. 


1. Carey, L.S.: Delaware M.J. 21: 229 (Oct.) 1949. 
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Acetycol brings welcome relief quickly to 
the patient suffering from arthritis and re- 
lated rheumatoid diseases. As Acetycol in- 
creases the range of pain-free movement, 
the patient, freed from the twin taskmasters 
of pain and rigidity, is able to resume many 
of his normal activities. 

The sustained effect of Acetycol is based on 
the relationship between aspirin and para- 
aminobenzoic acid. A relatively low dosage 
of aspirin produces high salicylate blood 
levels in the presence of PABA. The effec- 
tiveness of Acetycol in gout or cases of a 
gouty nature is due to the inclusion of sali- 
cylated colchicine. 
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from disability to dexterity 


tycol 
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Acetycol also contains three important vita- 
mins, often lacking in older and rheumatic 
patients: ascorbic acid, to prevent degenera- 
tive changes in connective tissues; thiamine 
and niacin, for improved carbohydrate utili- 
zation and relief of joint pain and edema. 
Usual dosage —1 or 2 tablets three or four 
times a day. 


Each Acetycol Tablet contains: 


PUSSMENEA 55 csacasccscocectede cones esteanas OTe Bi 
Para-aminobenzoic acid .......... 162.0 mg. 
Colchicine, salicylated ............ 0.25 mg. 
PSCORBIC AOU 20. .x.c0nco. cetteveereaes 20.0 mg. 
~ Thiamine hydrochloride .......... 5.0 mg. 
PRM EN sca aaah x coeees een oan 15.0 mg. 


Supplied: Bottles of 100 and 500 
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to relieve rheumatic pain 
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Subject: Nutrition in Illness and Injury 


It is generally recognized that in nature no single 
food is complete in all essential nutrients. Milk 
approaches the qualities of a complete food more 


closely than any other but it lacks certain 
necessary factors. 


Sustagen is a therapeutic food for complete 





nourishment which supplies(all the nutrient factors 
known to be essential to life. 





It is a liquid food 
given by mouth or by tube. It is 


taste and is well tolerated. 


that may be 
pleasant to 


— 


Sustagen was especially formulated——-nutrient 
by nutrient—-to provide maximal nutritional 


support during severe illness, after aw 
fractures, 


burns or other trauma, before and dane 
after surgery, or whenever the patient has i 


suffered nutritional loss. 





Sustagen may be used as the only source of food for 


prolonged periods or may be used as a Supplement to 
the diet. 


For complete information ask your Mead 
representative or write for the publication 
"Nutritional Therapy, the Use of Food 

in the Management of Illness and Injury." 
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A Therapeutic Food for Complete Nourishment 
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(PENICILLIN V, LILLY) 


*V-Cillin’ was developed by the Lilly Re- 
search Laboratories to fulfill the need 
for an acid-resistant penicillin—for a 
more dependable and effective oral peni- 
cillin. 

Gastric acidity does not significantly 
affect the potency of ‘V-Cillin’ (‘V-Cillin’ 
is an acid). In contrast, 50 percent of the 
potency of potassium penicillin—G may 
be destroyed by gastric acids, in ten to 
thirty minutes. Thus, ‘V-Cillin’ elimi- 
nates a major variable in oral penicillin 
therapy, produces 50 to 100 percent 


ELI LILLY AND COMPANY IN 


4A 


higher blood levels, and makes the oral 
use of penicillin much more feasible. 

In the duodenum, absorption of 
‘V-Cillin’ begins immediately. 


DOSAGE: 125 or 250 mg. t.i.d. May be ad- 
ministered without regard to 
mealtimes. 

SUPPLIED: As attractive green-and-gray pul- 


vules of 125 mg. (200,000 units), 
in bottles of 50. 


DIANAPOLIS 6, INDIANA, U.S.A. 


630021 
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ACTION LASTS AT LEAST 24 TO 72 HOURS 
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AQUEOUS SUSPENSION 
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CORTROPHINAING 


Available in 5-cc vials containing 40 U.S.P. 
units of purified corticotropin per cc 


Organon DEVELOPMENT 





with 2.0 mg. of zinc. 
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T. M. Cortrophin 


Organon INC. * ORANGE, N. J. 
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e Serious chest conditions 
such as primary malignancies 
and tuberculosis, which are 
particularly prevalent among 
older persons, usually pass 
through a silent stage of evo- 
lution when their presence 
can be detected only by their 
x-ray shadows. For this rea- 
son, Chest Shadows in the 
Aging are particularly impor- 
tant, writes J. Arthur Myers, 
professor of medicine and 
chief of the chest clinic, Uni- 
versity of Minnesota Medical 
School, in the February issue 
of Geriatrics. Specific diag- 
noses cannot be made from 
x-ray shadows of lesions, but 
the shadows indicate the pres- 
ence of disease, after which 
the etiology can usually be de- 
termined promptly by other 
phases of an examination. 


e A series of preprosthetic 
Dynamic Exercises for the 
Elderly Patient With Lower 
Extremity Amputation is de- 
scribed by Otto Eisert, chief 
of the Physical Medicine and 
Rehabilitation Service of the 
Veterans Administration Hos- 
pital, Brooklyn. Movements 
similar to those in actual 
walking are taught so that use 
of the prosthesis is relatively 
easy, and in a few weeks the 
patient can walk well enough 
to leave the hospital. The ex- 
ercises are especially useful 
because they can be per- 
formed simultaneously by a 
number of patients. Age in 
itself is generally no bar to 
the successful rehabilitation 
of the amputee. 


e A unique place is held by 
Norepinephrine in the Treat- 
ment of the Elderly Patient 
with hypotension, according 
to John J. Sampson, clinical 
professor of medicine at the 
University of California, San 
Francisco, and George C. 
Griffith, professor of medicine 
at the University of Southern 
California, Los Angeles. Not 
only does it offer a potent 
means for reconciling blood 
volume with size of the vas- 
cular bed, but it heightens 
peripheral resistance without 
causing a corresponding in- 
crease in cardiac exertion and 
maintains cerebral, coronary, 
and renal blood flow despite 
a temporarily inadequate 
blood supply. The authors dis- 


cuss the various conditions 
and emergencies in which 
norepinephrine is especially 


valuable. 


e Vesical Neck Obstruction 
in Women usually occurs in 
those of advanced years, and 
the etiology is usually related 
to the anatomically short ure- 
thra, its surrounding glands, 
trauma, proximity to organs 
that can infect or infest it, 
and its compressibility, ac- 
cording to Peter P. Mayock 
and Charles N. Burns of 
Wilkes-Barre, Pennsylvania. If 
obstruction is prolonged, the 
bladder or kidney may be so 
damaged that drainage is 
necessary until normal func- 
tion can be restored. The 
average case is of contracture 
type and usually responds to 
dilatation, but more definitive 
treatment may be necessary 


if repeated dilatation fails. 
They cite five case histories 
illustrating various facets of 
treatment. 


e As people grow older, 
bunion deformities, hammer 
toe deformities, or other cal- 
losity-producing conditions 
slowly progress and may 
cause painful symptoms even 
though age brings decreas- 
ing activities on the feet. Buz- 
ions and Calluses in the Eld- 
erly Patient need no treat- 
ment unless they are sympto- 
matic, writes Lee T. Ford, 
instructor in orthopedic sur- 
gery, Washington University 
School of Medicine, St. Louis. 
Surgery is recommended only 
in carefully selected patients 
in whom pain is still disturb- 
ing after an adequate trial of 
conservative treatment. 


e “Acute” and “chronic” must 
come together in the general 
hospital without any other re- 
gard than the need of each 
patient, says E. M. Bluestone, 
consultant at Montefiore Hos- 
pital, New York. Writing in 
an editorial on The Acuteness 
of Chronic Disease, he warns 
that the limited and exclusive 
“acute” general hospital is rap- 
idly becoming an = anachro- 
nism in an age when its per- 
sonnel and equipment are ur- 
gently required by the chron- 
ic as well as acute patient. 


For these and other articles, 
abstracts, reviews, and special 
features, read every copy of 
Geriatrics. 
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routine 
physiologic 
support 

for your 
aging 
patients 


“therapeutic bile” 


DECHOLIN’ 


one tablet t.i.d. 


to improve liver function! 
to produce fluid bile* 


to restore intestinal function 


Clinical evidence substantiates 
the value of hydrocholeresis with 
Decholin as routine adjunctive 
therapy in older patients. 

(1) Schwimmer, D.; Boyd, L. J., and 
Rubin, S.H.: Bull. New York M. Coll. 
16:102, 1953. (2) Crenshaw, J. E: 
Am. J. Digest. Dis. 17:387, 1950. 


(3) King, J. C.: Am. J. Digest. Dis. 
22:102, 1955. 


Decholin (dehydrocholic acid, Ames) . 
and Decholin Sodium (sodium dehy- 
drocholate, Ames). 


(, AMES COMPANY, INC. 
f.\ Elkhart, Indiana 


Ames Company of Canada, Ltd., Toronto 


06856 








LEDERPLEX LIQUID 


... 28 a complete vitamin B-complex formula. 


LEDERPLEX LIQUID 





... 2s derived from pure beef liver. 


LEDERPLEX LIQUID 


... contains B,2 and Folic Acid. 


LEDERPLEX LIQUID 


.»+ always tastes good—palatable orange flavor 


does not “wear thin” or go “‘flat”’ 
over a prolonged dose regimen 


LEDERPLEX’*). 


Vitamin B-ComplexL((/(U \_ LEDERLE 


4 
y 

Each teaspoonful (4 cc.) contains: 

MUMMERS RAKE UEDA) 5 isa so ese s cece 2 mg. RTO: WRENN. chia co Nieaa.os oases 2 mg. 
Ue) 0, Cn (hh ee, rr ee 2 mg. RE er teens B00 S670 44.3.6 6% 20 mg. 
ye le orc a ar Ae ne Seager 10 mg. DORIC. Shane fires w 00% e016. 6s.0 eee 10 mg. 
OTE Cs ae Oe ae Se ORs en 0.2 mg. Soluble Liver Fraction.............. 470 mg. 
PrriaGeine FCI (B39) «icc ese eee 0.2 mg. WAURIUMI ISTRY. PAM sc eie 6ies6 CaN aie Sa 5 mcgm. 


Also offered in Tablet, Capsule and Parenteral forms. 


ag Baa 
LEDERLE LABORATORIES DIVISION american Cyanamid company PEARL RIVER, NEW YORK => 


* 
REG. U.S. PAT. OFF, 
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your 
patients 
remember 
this... 
they 


may need 


new NEQBON’s* 4 factors, plus | 


(for those over 41) 


* Gonadal Hormone Replacement 
(balanced combination of ethinyl estradiol 
and methyl testosterone) 


* Hematinic Component 
(iron plus 7 other hematopoietic factors) 

* Digestant Enzyme Replacement 
(helps insure adequate digestion) 

* Nutritional Supplement 
(9 important minerals, 11 essential vitamins) 


and the exclusive “plus 1” factor 


* Protein Improvement 
(with lysine, essential amino acid commonly 
lacking in geriatric diets) 


for 5 common problems of aging 


Literature? Write... Chicago 11, Illinois 
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a potent 


peripheral vasodilator 
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CIBA 


2/209am 


with 


ona. Pr1SColine® 


hydrochloride 


(télazoline hydrochioride CIBA) 


Orally and parenterally 
effective, intra-arterially 

as well as intramuscularly 

and intravenously. 

Of proved value in peripheral 
ischemia and its sequelue: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
CIBA Pharmaceutical Products, Inc., 
Summit, New Jersey. 


Tablets, 25 mg. (Scored) 
Elixir, 25 mg. per 4-ml. teaspoonful 
Multiple-dose Vials, 10 ml., 25 mg. per ml. 
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HEDULIN 


(Phenindione Walker) 


it is our feeling that, at present, this [phenin- 
dione] is the oral anticoagulant of choice.” 
Breneman, G. M., and Priest, E. McC.: Am. Heart J. 50:129-35, 1955. 


phenindione seems to be a more satisfactory 


anticoagulant at this time.” 
Wood, J. E., Jr.; Beckwith, J. R., and Camp, J. L.: J.A.M.A. 159:6385, 1955. 


U LI N permits dependable 


(Not a Coumarin Drug) | 


prothrombin control with little 
risk of dangerous fluctuation | 


HEDULIN is not cumulative in effect — provides greater uni- 
DOSAGE 4 to 10 tablets (200 to 500 formity of action and ease of maintenance. ' 








mg.) initially, half in the morn- 


HEDULIMN is rapidly excreted — therapeutic effect dissipated 


ing, and half at night; mainte- 


nance dosage (on basis of within 24-48 hours, if withdrawal becomes necessary. 
prothrombin determination daily 

for first 3 days), 50 to 100 mg. HEDULIN acts promptly— producing therapeutic prothrom- 
daily, divided as above. bin levels in 18-24 hours. 

AVAILABLE on prescription through HEDULIN requires fewer prothrombin determinations—only 
all pharmacies in original bot- one every 7-14 days after maintenance dose is established. 

tles of 100 and 1,000 scored 

tablets (50 mg. each). HEDULIN’s anticoagulant action is rapidly reversed by 


vitamin K, emulsion. 








Also available in 20 mg. tablets for prophylaxis. 





WRITE FOR LITERATURE AND TRIAL SUPPLIES 


Uber LABORATORIES, INC. 


MOUNT VERNON, NEW YORK, U.S.A. 
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For the special needs of: old age, adolescence, 


pregnancy, lactation, convalescence 


Low quality cereal protein, long known to be 
deficient in critically essential L-lysine, supplies 
up to 40% of the average daily intake of protein. 
Now, with the introduction of Cerofort Elixir, 
you can both improve protein utilization and 
stimulate appetite and growth. Cerofort Elixir 
provides: 

L-lysine to raise poor quality cereal proteins 
to the value of good quality animal muscle 
proteins. 

Vitamins B,z and thiamine in therapeutic 
amounts to stimulate growth and appetite, plus 
other B vitamins. 

Just 1 teaspoonful 

of highly palatable CEROFORT ELIXIR 

t.i.d. taken with meals supplies: 


L-Lysine Monohydrochloride 790 mg.* 
Vitamin By2 25 mcg. 
Thicmine Hydrochloride 10 mg. 
Riboflavin 10 mg. 
Pyridoxine Hydrochloride 2 mg. 
Niacinamide 100 mg. 
Panthenol 20 mg. 


(A more stable form of Pan!othenate) 


Alcohol 5% 


Equivalent to 600 mg. L-lysine 


first with lysine in the pharmaceutical field 








new horizons... 


...in antibiotic therapy are revealed by current reports on 


® 
—Pfizer-discovered tetracycline 


BRAND OF TETRACYCLINE 


Tetracycline is notable among broad-spectrum antibiotics 

for its solubility and stability. And, clinical trials have established 
that tetracycline is an efficient antibiotic against 

those diseases due to susceptible microorganisms. 


Now available with the best taste in broad-spectrum therapy 


Gee") 7 
letrabon: 
i iy i i. homogenized mixture 


BRAND OF TETRACYCLINE 








Newest liquid form; unusual fruit flavor; standardized at 
Pfizer Laboratories. Each 5 cc. teaspoonful supplies 125 mg. 
tetracycline. Bottles of 2 fl. oz., packaged ready to use. 
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E & J chairs are lightweight—yet no wheel chair 
on the market is stronger or has better balance. 
E & J’s modern, good looks and effortless 
handling overcome “wheel chair shyness” 
and invite activity. For patients young or old, 
you can recommend an E & J with confidence. 


There’s a helpful E & J Dealer near you 


£4 § see wt on EVEREST & JENNINGS, INC. 10s ancetes 25 
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ROMILAR *Roche* is a new, non-narcotic 





cough specific, especially useful fol- 
lowing inhalation anesthesia. Ten mg 
equals 15 mg of codeine in cough-sup- 


pressant effect - yet Romilar avoids 
central depression, nausea, anorexia 


and constipation, 
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Because it offers four advantages 

in relieving pain: 

1. Prolonged analgesia (6 to 8 hours), 

2. Less constipation than with morphine. 

3- Can be given both orally and parenterally. 
4, Small dosage (2 to 3 mg). 


Levo-Dromoran. (brand of levorphan) ‘Roche! 


is a potent synthetic narcotic. 
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(brand of phenylbutazone) 


improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 


criterion of rheumatoid activity, it has again been shown that 


BUTAZOLIDIN 


a“ 


.produces more than a simple analgesic effect in 


rheumatoid arthritis." 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 


57.6 per cent of patients with rheumatoid arthritis respond to the extent 


of “remission” or “major improvement. 


2 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 


in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 


significantly lower than with hormonal therapy.’ 


(1) Payne, R. W.; Shetiar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 
Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1: 168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39:405, 1955. 


BuTazo.ipIN® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BuTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged 


to send for literature before instituting therapy. 


S155 


UT A Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
In Canada: Geigy Pharmaceuticals, Montreal 
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KAPSEALS’ 


geriatric vitamin-mineral combination 


- to supplement the regular dietary - in febrile 
illnesses - preoperatively or postoperatively « when- 
ever the possibility of vitamin-mineral deficiency 
is increased 

Each GERIPLEX Kapseal contains valuable mineral nutrients, eight 


important vitamins, the starch-digestant Taka-Diastase,® and rutin. 
Supplied in bottles of 100 and 500. 
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That cortisone and the salicylates have a complementary 
action has been well established.'> In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: ‘““By a judicious combination of the two 
agents . . . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.””! 


Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still’s disease... Neuromuscular affections 


Cortisone acetate ....... 25 mg 
Sodium salicylate ....... 0.3 Gm. 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Caicium ascorbate. ... 6. 60 mg. 
(equivalent to 50 mg. ascorbic acid) 
Calcium carbonate ...... 60 mg. U.S. Pat. 2,691,662 


. Busse, E.A.: Treatment of Rheumatoid 
Arthritis by a Combination of Cortisone and 
Salicylates. Clinical Med. 11:1105 (Nov., 
BRISTOL, TENNESSEE 1955). 
. Roskam, J., VanCawenberge, H.: Abst. in 
NEW YORK J.A.M.A., 151:248 (1953). 
. Coventry, M.D.: Proc. Staff Meet., Mayo 
KANSAS CITY Clinic, 29:60 (1954). 
. Holt, K.S., et al.: Lancet, 2:1144 (1954). 
SAN FRANCISCO Spies, T.D., et al.: J.A.M.A., 159:645 (Oct. 
15, ). 
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RADEMARK FOR THE UPJOHN 


Each tablet contains: 

Reserpine <0... ./. 0 ane. 

or 0.25 mg. 

or 1.0 meg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 
and 500 


1.0 mg. in bottles of 100 


The Upjohn Company, Kalamazoo, Michigan 
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(Pure crystalline alkaloid} 
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to help meet the nutritional needs 
of the geriatric patient... 


1 tablet t.i.d. supplies 
therapeutic quantities 

of important vitamins, 
plus supplemental minerals, 
which should be given in 
divided dosage for 
maximum absorption and 
utilization in geriatric 
patients. 1 tablet 

a day may be prescribed 

for maintenance. 
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SOUTee eo VITAMIN-MINERAL SUPPLEMENT 





NEW FORMULA 


















THE NEW ENGRAN FORMULA: 














NEW SMALL SIZE Each 1 Engran 
CAPSULE-SHAPED TABLET Engran tablet tablet t.i.d. 
supplies: supplies: 
Supplied in bottles of Vitamin A (synthetic) 5,000 15,000 
100 and 1000 capsule- U.S.P. Units U.S.P. Units 
ve seiiiununia =? vO Gin Pron 
Thiamine mononitrate 3 mg. 9 mg. 
Riboflavin 3 mg. 9 mg. 
Pyridoxine HCl 2 mg. 6 mg. 
Vitamin B, > activity concentrate 2 mcgm. 6 mcgm. 
Folic Acid 0.25 mg. 0.75 mg. 
Niacinamide 20 mg. 60 mg. 
Calcium pantothenate 5 meg. 15 mg. 
Ascorbic acid 75 mg. 225 mg. 
*Calcium (as calcium carbonate) 150 mg. 450 mg. 
*Iron, elemental 
(as ferrous sulfate exsiccated) 10 mg. 30 mg. 
lodine (as potassium iodide) 0.15 mg. 0.45 mg. 
Potassium (as the sulfate) 5 mg. 15 mg. 
Cobalt (as the sulfate) 0.1 mg. 0.3 mg. 
Copper (as the sulfate) 1 mg. 3 mg. 
Magnesium (as the oxide) 6 mg. 18 mg. 
Manganese (as the sulfate) 1 mg. 3 mg. 
Zinc (as the sulfate) 1.5 mg. 4.5 mg. 
SQUIBB *the elements most likely to be deficient in the diet 


*ENGRAN’® IS A SQUIBB TRADEMARK of the geriatric patient 
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RAPIDLY EFFECTIVE 
BROAD-SPECTRUM ANTIBIOTIC THERAPY 
.. WELL TOLERATED . . . 

BY THE INTRAMUSCULAR ROUTE 














j 
‘ “IN CHILDREN, GASTROENTERITIS, CROUP, j . 
| MENINGITIS, AND INFECTIONS COMPLICATING ' >, y 
CERTAIN SURGICAL CONDITIONS MAY BE / ois: ’ 
ADEQUATELY TREATED BY ITS USE AND IT IS . 
. .. [A] DRUG OF CHOICE WHEN ORAL . eo. 


MEDICATION IS NOT POSSIBLE.””* 


"Schaefer, F, H,: Ohio State M. J, 51: 347 (April) 1955. 





TERRAMYCIN INTRAMUSCULAR 
Single-dose vials providing 

100 mg. crystalline oxytetracycline 
hydrochloride, 5 per cent 
magnesium chloride and 2 per cent 
procaine hydrochloride. 


| Se ee i i ee es 


J 77,7 PFIZER LABORATORIES, Division, Chas. Pfizer & Co. Inc. Brooklyn 6 N.Y. a 





PRO-BANTHINE® FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
theas, regional enteritis and ulcerative colitis. It 


Sites at which Pro-Banthine inhibits excess 


autonomic stimuli through control of acetylcholine mediation 
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is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion” which ‘‘re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal’s? series “‘Side effects were 
almost entirely absent in single doses of 30 or 
40'mg....” 

Pro-Banthine (8-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 





1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 

2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 
(Sept.) 1953. 


Clinical irial packages of Pro-Banthine and the new booklet, ‘*‘Case 
Histories of Anticholinergic Action,“’ are available on request to... 


P. ©. Box 5110-D2-5 
Chicago 80, Illinois 








an agitated senile patient 


... “no longer a disturbing element in the family” 


Typical ‘Thorazine’ Case History 


patient: ‘This 72-year-old woman babbled constantly. She would hit at 
anyone who came near her and allowed no one in the home 
to touch the television or telephone. Her family contemplated 
having her committed.” 


medication: “Thorazine’, 25 mg. orally, t.i.d. 


response: “ Within a week her hyperactivity diminished. She became calm 
and friendly and spoke in a coherent manner. She was 
no longer a disturbing element in the family. . . . Six months 
after the start of treatment she continues to remain 
relatively free from symptoms.” 





| | v ) R A rs N |. Hydrochloride 


is available in tablets, syrup and ampuls 
Smith, Kline & French Laboratories, Philadelphia 


*T. M. Reg. U. S. Pat. Off. for chlorpromazine, S.K.F. 
This case report, from a general practitioner, is in his own words. Photo professionally posed. 
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“Yessir, since I retired 


I’ve been fishing every day !”’ 


Each year, as more and more people attain a ripe old age, more 
and more physicians prescribe GEVRAL to help keep these senior 
citizens fit and active. This special geriatric diet supplement pro- 
vides 14 vitamins, 11 minerals, and Purified Intrinsic Factor Con- 
centrate in one convenient, dry-filled capsule. 








Each GEVRAL Capsule contains: 


Vitamin A.... 
Vitamin D...... 
Vitamin Bis : 
Thiamine Mononitrate (Bi)........ 
Riboflavin (Bz) 
Niacinamide 
Folic Acid. . 
Pyridoxine HCI (Be) ‘ 
Ca Pantothenate Rests 
Choline Dihydrogen Citrate...... 
Inositol... : 
Ascorbic Acid (C) 
Vitamin E 

(as tocophery! acetates) 


5000 U.S.P. Units 
500 U.S.P. Units 
1 mcgm. 


5 mg. 


1 mg. 
0.5 mg. 
5 mg. 
100 mg. 
50 mg. 
50 mg. 


10 1.U. 








GERIATRIC VITAMIN-MINERAL SUPPLEMENT LEDERLE 


Rutin...... 
Purified Intrinsic 

Factor Concentrate 
Iron (as FeSOs).. : 
lodine (as Kl). 
Calcium (as CaHPO;)...... 
Phosphorus (as CaHPO,)........ 
Boron (as Na2By07.10H20)..... 
Copper (as CuO) 
Fluorine (as CaF 2) 
Manganese (as MnO»). 
Magnesium (as MgO) 
Potassium (as K2S0,) 
Zinc (as ZnO) 


25 mg. 


0.5 mg. 
10 mg. 
0.5 mg. 
145 mg. 
110 mg. 
0.1 mg. 
1 mg. 
0.1 mg. 
1 mg. 
1 mg. 
5 mg. 
0.5 mg. 


Other Lederle geriatric products include: GEVRABON* Vitamin- 
Mineral Supplement Liquid with a wine flavor; GEVRAL* Protein 
Vitamin-Mineral-Protein Supplement Powder: and GEVRINE* 
Vitamin-Mineral-Hormone Capsules. 


E> LEDERLE LABORATORIES DIVISION aaeascav Ganamid company PEARL RIVER, NEW YORK 





filled sealed capsules 


a Lederle exclusive, for 
more rapid and com- 
plete absorption! 
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1950 1952 1954 1955 
Cortone Hydrocortone ‘Alflorone’ Deltra 





the delta, analogue of hydrocortisone 


(Prednisolone, Merck) tablets | 


RHEUMATOID ARTHRITIS 
BRONCHIAL ASTHMA 


INFLAMMATORY SKIN CONDITIONS 





offers increased clinical 
effectiveness ... lowers the incidence of 
untoward hormonal effects. 


is supplied as 2.5 mg. and 
5 mg. scored tablets 
SHARP in bottles of 30 and 100. 


& 
DOHME 
HyYpDELTrRA is the trade-mark of Merck & Co., Inc. for 
Philadelphia 1 Pa. its brand of prednisolone, supplied through Sharp & 


Division OF Merc: & Co.,INc. Dohme, Division of Merck & Co., Inc. 





















IN DIABETES... 


Increased threat of vascular complications 

in diabetic patients can result from recurring 

episodes of inadequate control; at such times 
a amino acids are “wasted” by de-amination 
- in the liver and normal dietary security 


against lipotropic deficiency fades. 





TRADE MARK 
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(Sherman Lipotropic Capsule) One capsule t.i.d. 









Gericaps contain the true lipo- prove capillary integrity, as 
tropics, choline and inositol, well as 3000 units vitamin A, 
which are unaffected by de- 3 mg. thiamine hydrochloride, 
amination in the liver. Three 3 mg. riboflavin, 12 mg. nia- 
capsules daily provide the cinamide, 0.75 mg. pyridoxine 
equivalent of 3 Gm. choline hydrochloride, and 3 mg. cal- 
dihydrogen citrate. cium pantothenate. 
This dose also provides 60° 

mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 
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Safest fast acting 
paba-salicylate combination 


Pabirin stops pain and does it fast and safely. 
Fast, because it’s a rapidly disintegrating 
capsule, not an enteric-coated tablet. It re- 
duces fever and swelling, improves the mo- 
bility of “rusty” joints, too. And it’s safe! 


PABA potentiates a low dosage of salicyl- 
ates and thus rapidly produces high and 
sustained blood levels because it retards 
salicylate excretion. Important: There’s 
neither sodium nor potassium in Pabirin. 
It can safely be prescribed for patients 
whose sodium intake has to be restricted. 


Pabirin is well tolerated: it contains plain 
acetylsalicylic acid; it’s best taken after 
meals. There are 300 mg. of vitamin C ina 
daily dose of 6 capsules to counteract the 
depletion of this vitamin under salicylate 
therapy. 


To sum it up: Pabirin, for rapid effective- 
ness, safety, and tolerance, is hard to sur- 
pass for long-term therapy of rheumatoid 
diseases. 
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Each capsule contains: 


Acetylsalicylic acid .......... (5 gr.) 0.3 Gm. 
Para-aminobenzoic acid ...... (5 gr.) 0.8 Gm. 
PAROOIGNIC MONE. ooh oy ke Biss ee oA ese poe 50 mg. 


Average dose: 2 to 3 capsules 3 or 4 times daily. 


Supplied: In bottles of 100, 500 and 1,000 
capsules. 


Pabirin is a preparation. 


SMITH-DorsEy + Lincoln, Nebraska 


A Division of The Wander Company 




































































Personalize Arthritis Therapy 
with Steroids plus BUFFERIN’ 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies’ advocates in a recent article in the 
Journal of the American Medical Association. 

Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies’ writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. ““A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.’ 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


you think best, but for better results combine it with 
BurFFERIN, the salicylate proved to be better tolerated 
by arthritics.* 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- 
restricted diet necessary. 

Each BuFFErIn tablet contains 5 grains of acetyl- 
salicylic acid and the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


EFERENCES: 
J.A.M.A. 159:645 (Oct. 15) 1955. 
J.A.M.A. 158:386 (June 4) 1955. 
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BRISTOL-MYERS CO., 19 West SO Street, New York 20, N. Y. 
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These include long standing hypertension; 
chronic renal disease whether due to 
glomerulonephritis, nephrosclerosis, chronic 
pyelonephritis. In long standing diabetics, 
this condition is noted in a certain percentage 
of patients with Kimmelstiel-Wilson 
Syndrome. Although the primary disease is 
very different in these various entities, the 
final pathological findings are remarkably 


similar, capillary fragility. 





Whenever the ophthalmoscopic examination 
reveals hemorrhagic areas, it is reasonable to 
assume a comparable process is going on in 


the brain. 


Clinical evidences of this deterioration are 
manifested by: reduced intellectual activity, 
mental confusion, impaired judgment, 
emotional instability, listlessness, loss cf 


appetite, weakness and early fatigability. 


What we have described are symptoms of 
senility. Cerebral arteriosclerosis and capillary 
fragility have always been a difficult problem. 
The addition of Hesper-C to the diet of the 


elderly with the above indications makes the 


LV ( 


is the original synergistic nutritional 


difference in capillary strength. 


supplement for capillary integrity and 
provides 100 milligrams each of Ascorbic 


Acid and Hesperidin concentrate. 
Send for samples and reprints. 


The film “CLINICAL ENZYMOLOGY” is now 
available for showing at medical meetings 
upon your request. And be sure to watch for 
the Med-Audiographs, a series of recorded 


clinical discussions. 


PRODUCTS oO F ORIGINAL RESEARCH 


THE NATIONAL DRUG COM PAN YW PHILADELPHIA 44, PA. 
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NOW IN TWO POTENCIES 


for more precise dosage 
mk. 


p 
NEW @p 1 meg.,tablet | @@® 5 mg. tablet 


Sclent 


supplied: 
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anti-rheumatic /anti-allergic / anti-inflammatory 


Pink, 1 mg. oral tablets, bottles of 100. 
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PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York F 
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Skin prepared with Mennen Skin Magic 





displays effective water-repellency. 




























isaac treating aged, bedridden, and incon- 
tinent patients will be interested in the new 
Mennen Skin Magic lotion with silicones. It combines 
soothing properties along with protective water-repel- 
lency; provides deodorant and mild antiseptic action. 

Tests on human skin, employing the new lotion, 
demonstrate its water-repellent effectiveness after 
multiple washings with soap and water; after washing 
with a commercial detergent; and again, with an 
alkaline laboratory cleanser. 

In addition to silicones, the formula contains 
cholesterol and related sterols, plus bacteriostatic 
methylbenzethonium chloride. It smooths and softens 
dry skin; serves as an effective body-skin deodorant. 
Leaves a pleasant “cosmetic” fragrance. 

It is non-greasy, leaves no sticky residue. It is 
non-alcoholic and will not dry the skin. Spreads 
easily ... needs no hard and painful rubbing in. 


For a professional sample, address The Medical Director, 
The Mennen Company, Morristown, N. J. 


Now from Bauer & Black 


the first 51 gauge elastic stockings 


So like regular nylons that your patients with 
varicose veins will never again feel ‘‘different’’ 
(and they'll have proper support, too) 


Here at last are elastic stockings your 
patients will take to cheerfully. 51 gauge, 
made with threads twice as thin and 
twice as light as former kinds. So sheer 
they make “‘overhose” a thing of the 
past. Full-fashioned like regular nylons. 

Yet, sheer as they are, Bauer & Black’s 
51 Gauge Elastic Stockings provide 
proper remedial support. Pressure de- 
creases gradually from the ankle up, 
gently speeding venous flow. 


New full-footed style 


These full-footed stockings can be worn 
all day, every place your patient may 
go. Heel and toe are non-elastic, made 





©1956, The Kendall Co. 


with Helanca® stretch nylon to prevent 
cramping or binding. 

To be sure of patient cooperation, doc- 
tor, aren’t these the elastic stockings to 
prescribe? 

Of course, you and your patients can 
still choose from the complete Bauer & 


Black line: nylon or cotton... open toe 
or closed toe .. . knee length, above knee or 
extra long . . . variety of prices. 


51 Gauge Elastic Stockings 


(GQUEETI) 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, Ill. 
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Local Estrogen Application 


Greatly Simplifies Treatment 
of Senile Vaginitis. 


This method provides an “almost immediate healing and soothing effect” 
Doyle reports,’ and “is a valuable therapeutic constituent in the man- 
agement of vaginitis and vaginal infections, regardless of etiology.’” 
This worker employed “Premarin” Vaginal Cream applied locally and 
found it “‘superior” to the use of suppositories. In addition, there was 
none of the “side-effects frequently noted with synthetic products...’ 


Favors Rapid Healing in Vaginal Surgery 


In plastic vaginal surgery in the postmenopausal patient, local estrogen 
application prior to and after intervention will restore the atrophic and 
friable mucosa to a more youthful state by promoting proliferation and 
vascularity of the epithelium. This will facilitate the surgical procedure 


as well as favor more rapid healing.** 


“PREMARIN®” VAGINAL CREAM in a nonliquefying base, is standardized in 
terms of the weight of active, water-soluble estrogen content expressed as sodium 
estrone sulfate (0.625 mg. per gram). Presented in a combination package No. 874 
— 114 oz. tube with specialiy designed calibrated applicator; also refill available. 
Complete information may be obtained by writing to Ayerst Laboratories, 22 East 


40th Street, New York 16, N. Y. 


1. Doyle, J. C.: California Med, 71:15 (July) 1949. ¢ 2. Doyle, J. C.: Urol. & Cutan. Rev. 55:618 (Oct.) 


1951. « 3. Hamblen, E. C., in Stieglitz, E. J.: Geriatric Medicine, ed. 2, Philadelphia, W. B. Saunders Com- 


pany, 1949, p. 657. 


587 Ayerst Laboratories + New York, N. Y. * Montreal, Canada @ 
000 
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Smooth and pain-free’ range’ of motion with complete muscle relaxation is 
accomplished by Tolyphy without loss of muscle tone or depressant effect on 
the central nervous system. 


Tolyphy combines: 
a. Powerful spasmolytic action of Tolyspaz (Chimedic brand of mephenesin) with 
b. Established neuromuscular effects of physostigmine and atropine 
to relieve pain, increase mobility, restore muscle strength and function. 
Use Tolyphy Chimedic for safe, effective relaxation of muscle spasm or neuro- 


muscular hyperirritability in a wide range of conditions such as 


& ARTHRITIS 

















FIBROSITIS 4 | 
& TORTICOLLIS i Please send me: 
| | 
BURSITIS — | [7] Literature and samples of TOLYPHY 
& MYOSITIS | | 
iter: N Se ~ TOLYSPAZ 
& TENDINITIS eal Literature and sampics of TOLYSPAZ 
! NAME_____ a 
For a clinical trial with your own patients, send for free | 
samples and literature on Tolyphy and Tolyspaz. ADDRESS ——____— —— | 
; | 
eS Li eae ZONE 
Tolyspaz (Chimedic brand of Mephenesin) is | ae s | 
especially designed to correct emotional stress | STATE SATS a | 
and anxiety tension states, without “clouding | F ies . | 
consciousness.””! easing fis _ al - a 
5547 N. Ravenswood Ave., Chicago 40, Illinois 
PACIFIC COAST BRANCH: 381 Eleventh St., Son Francisco, Calif. «© SOUTHERN BRANCH: 240 Spring St., N. W., Atlonta, Ge. 
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Meat... 


and the Rehabilitation of 
Protein Depleted Patients 


Although the recommended daily allowance of one gram 
of protein per kilogram of body weight is adequate for the average healthy 
adult,' greater amounts may be needed in the rehabilitation of patients 
depleted in protein after severe infections, mechanical trauma, burns, or 


extensive surgery.” Protein needs for tissue regeneration during convales- 
cence are high. 

To speed rehabilitation of the protein depleted patient, top quality 
protein and calories should be given in generous quantity.” However, a 
high protein intake, 130 grams daily, at best induces a slow response.* 
Intakes at 3 or 4 times that level may produce considerably more rapid 
gain in weight, strength, and morale.*:> If mastication and swallowing are 
difficult, canned strained meats—such as used in infant feeding—may be 
used to advantage in the high protein diet.” 


Lean meat, outstanding in contained top quality protein, may well 
be made the keystone of the high protein diet. Its abundance of vitamin 
B complex and essential minerals—iron, phosphorus, potassium, and mag- 
nesium—adds to its therapeutic value. Important also are its appetite 
appeal, its easy digestibility, and its virtual freedom from allergenic 
properties. 

1. Recommended Dietary Allowances, Washington, D. C., National Academy of Sciences— 
National Research Council, Publication 302, 1953. 

2. Co Tui: Review: The Fundamentals of Clinical Proteinology, J. Clin. Nutrition 7:232 (Mar.- 
Apr.) 1953. 

3. Keys, A.; Brozek, J.; Henschel, A.; Mickelsen, O., and Taylor, H. L.: The Biology of Human 
Starvation, Minneapolis, Univ. of Minnesota Press, 1950. 

4. Burger, G.C.E.; Drummond, J.C., and Sandstead, H.R.: Malnutrition and Starvation in 
Western Netherlands, The Hague General State Printing Office, 1948, Part II, p. 91. 

5. Co Tui; Kuo, N.H.; Chuachiaco, M., and Mulholland, J.H.: The Protein Depletion (Hypo- 
proteinia) Syndrome and Its Response to Hyper-Proteinization, Anesth. & Analg. 28:1 
(Jan.-Feb.) 1949. 


The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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increases peripheral 

circulation and 

reduces vasospasm by 

(1) adrenergic blockade, 

and (2) direct vasodilation. 
Provides relief 

from aching, numbness, 

tingling, and blanching 

of the extremities. 
Exceptionally 

well tolerated. 
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For Constipation 





in Bedridden Patients 











Dear Doctor: 





Constipation often presents special problems in bedridden patients. Malt 
Soup Extract provides a number of specific advantages for these patients: 





1. It produces a normal, soft stool and tends to restore normal bowel 
function. There is no swinging back and forth between constipation 
and catharsis. 

2. It reduces and usually eliminates the need for enemas. 


3. It is adietary product that improves nutrition while it softens the stool. 


Stanley Olson 
BORCHERDT MALT EXTRACT CO. 


GOOD FOR g 
GRANDMA, T00! ‘a 
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A New Dietary Management for 


 CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.' Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 


*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 


trali ith tassi - : . 
ee Sn. pateniom on DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
onate. In 8 oz. and 16 oz. bottles 


(may take several days), then 1 or 2 Tbs. at bedtime. 
1. Cass, L. J. and Frederik, W. S.: Malt 


Soup Extract as o Bowel Content Send for §BORCHERDT MALT EXTRACT CO. 


Journal-Lancet, 73:414 (Oct) 1953. Sample 217 N. Wolcott Ave. * Chicago 12, til. 
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LECITHIN RESEARCH—AT THE BEND OF THE ROAD 
The Therapeutic Usefulness of Lecithin — a natural phospholipid 





Because lecithin, a natural, edible food constituent, is an excellent emulsifying agent its application 
in diseases characterized by disturbed fat absorption and metabolism is logical. Research has proved 
its value in facilitating intestinal absorption of fats and fat-soluble substances such as Vitamin A.!5 
For this reason it suggests itself as worthy of trial in treating underweight and steatorrheal dis- 
eases (sprue, celiac disease, etc.). 
Encouraging results were also achieved in the management of psoriasis, together with dietary and 
topical measures,® and in fatty livers.” In the treatment of diabetes, lecithin together with vitamin E 
has reduced insulin requirements in certain patients.’ Research on its potentially useful role in the 
management of the more complicated forms of deranged lipid and cholesterol metabolism — as 
encountered in essential hyperlipemia, idiopathic familial hypercholesteremia, xanthomatosis, dia- 
betes, etc. — is now being actively conducted. 
An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly purified extract 
containing a minimum of 95% phospholipids. It is packed in a specially designed 8 oz container to 
maintain its purity and freshness and is available at your drugstore. 
Dosage: Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses. 
(3 teaspoonfuls equal 7.5 grams.) i 
Administration: “RG” Lecithin is presented in palatable granules which may be taken plain, in 
milk, in orange juice or other citrus juices, or sprinkled on cereal. 

Literature available on request. 
Bibliography: 1. Adlersberg, D., and Sobotka, H.: J. Nutrition 25:255 (March) 1943. ¢ 2. Adlersberg, D., and others: 
Gastroenterology 10:822 (May) 1948. « 3. Adlersberg, D.: New York J. Med. 44:606 (March 15) 1944. « 4. Adlersberg, D., 
and others: Am. J. Digest. Dis. 16:333 (Sept.) 1949. « 5. Augur, V.; Rollman, H. S., and Deuel, H. J., Jr.: J. Nutrition 


33:177 (Feb.) 1947. « 6. Gross, P., and Kesten, M. B.: New York J. Med. 50:2683 (Nov. 15) 1950. * 7. Schettler, G.: 
Klin. Wehnschr. 30:627 (July) 1952. « 8. Dietrich, H. W.: South. M. J. 43:743 (Aug.) 1950. 
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know 
your 
diuretic 


TABLET 


Sic 


can your diuretic 
“upgrade” your 
heart patients? 


fewer restrictions of activity are the benefit of prolonged use of 
those diuretics effective over the entire range of cardiac failure. 
The organomercurials—parenteral and oral—improve the 
classification and prognosis of your decompensated patients. 
Diuretics of value only in milder grades of failure, or which 

must be given intermittently because of refractoriness or side 


effects, are incapable of “upgrading” the cardiac patient. 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2 
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-METHOXY-PROPYLUREA IN EACH TABLET) 


for “...a new picture of the patient in congestive heart failure “* 
replaces injections in 80% to 90% of patients 


*Leff, W., and Nussbaum, H. E.: J. M. Soc. New Jersey 50:149, 1953. 


a standard for initial control of severe failure 
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The treatment of cardiac arrest 


WILLIAM A. HOPKINS, M.D., 
JOHN E. SKANDALAKIS, M.D., 
and M. BEDFORD DAVIS, M.D. 


ATLANTA, GEORGIA 


® If cardiac arrest may be defined as the 
cessation of cardiac activity, then, in the 
absence of any basic cardiac abnormality, 
this catastrophic condition should be con- 
sidered a rarity. In considering cases of 
cardiac arrest, one should omit that group 
of persons who, although they may die 
during an anesthetic period, do not die 
from causes that are basically unrelated 
to the anesthetic or operative procedure. 
A patient who dies of unexpected myo- 
cardial infarction or cerebral emboli does 
not necessarily die of cardiac arrest. Ac- 
cidents that may occur in the operating 
room, such as airway obstruction, over- 
dose of anesthetic agent, and sudden, 
uncontrollable hemorrhage, cannot be 
laid to cardiac arrest. 

It has been said that a normal heart, 
fed by sufficient well-oxygenated blood 
and not poisoned by excessive drugs, will 
not stop during any reasonable opera- 
tion. We feel that most of these deaths 


WILLIAM A. HOPKINS avd M. BEDFORD DAVIS both 
specialize in thoracic surgery, teach at Emory 
University, and serve on the staffs of several 
Atlanta hospitals. JOHN E. SKANDALAKIS is @ Tesi- 
dent in surgery, St. Joseph’s Infirmary, Atlanta. 


with cardiac arrest is usually due to 
delay in recognizing the condition 
and neglect to apply known princi- 
ples. These include immediate institu- 
tion of manual circulation, recogni- 
tion of ventricular fibrillation, and 
use of the electric defibrillator. Every 
one doing surgery is urged to go into 
the laboratory and familiarize himself 
with the described methods. 


are the result of mismanagement of the 
anesthetic agent and inadequate exchange 
of gases in the patient’s lungs, or a com- 
bination of the two. Although the 
anesthetist should be praised for the many 
cases handled without incident of cardiac 
arrest, the blame of many of these catas- 
trophes must be laid at his door. The 
surgeon must also accept his responsibil- 
itv, and not direct the well-trained an- 
esthetist as to how much, how long, and 
by what method the given anesthetic is 
to be used. He should not continually 
insist on deeper anesthesia for relaxation 
at the risk of bringing the patient close 
to such a catastrophe. 
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In reviewing reported cases of cardiac 
arrest, it was found that 86 per cent occur 
during the operating period, and 60 per 
cent during the stages of induction and 
wakening. It is probably during these 
stages that anesthetist as well as surgeon, 
is most lax. These dangerous periods 
should be attended by the greatest care 
and watchfulness. 

Many surgeons feel that incidence of 
cardiac arrest is on the increase. Perhaps, 
with the development of more technics 
for cardiovascular surgery, with advance- 
ment of extensive surgery in carcinoma, 
and many new anesthesia technics, this 
is to be expected. In 1915, it was esti- 
mated that 1 patient in each 2,000 an- 
esthetized with chloroform died, while 
the death rate from ether anesthesia was 
1 in 5,000.° In 1950, the expectancy of 
death during operation and anesthesia 
from all causes was | in 1,000.° Stephen- 
son, in a study from 30 large medical 
centers, found that the incidence of car- 
diac arrest was 1 in 2,384 anesthetics.’ 
Johnson and Kirby recorded an incidence 
of 1 in 3,600 anesthetics.° If they eliminat- 
ed those relative to cardiac surgery, there 
was an incidence of 1 in 6,000. The po- 
tential danger to the patient undergoing 
surgery is real. Apparently there is little 
difference in the incidence in the highly 
specialized medical centers and that in 
general hospitals. The incidence is ap- 
proximately the same in all hospitals 
studied in the Atlanta area. However, the 
incidence of recovery in the hospitals 
varies considerably. Those hospitals hav- 
ing a well-organized resident program 
and doing considerable teaching seem to 
have the best recovery rates. 

Cardiac arrest is a subject that has 
been under consideration for some time. 
According to Boureau,® in 1874, Schiff 
proposed to open the chest and restore 
spontaneous action of the heart by 
rhythmic compression of the ventricles. 
But it was not until 1892 that surgeons 
thought of applying massage to the heart 
for resuscitation of patients who died 
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from chloroform. In 1889 Neahaus first 
attempted to resuscitate the human heart 
by manual massage but was unsuccessful. 
The first successful case was reported by 
Hare and Martin in 1904.7 They stated 
that Igelsrud, while doing abdominal 
hysterectomy under chloroform § anes- 
thesia, had a sudden arrest in his patient, 
and massaged the heart through the 
thoracic approach, with complete resusci- 
tation. The patient was discharged two 
weeks later, quite well. 

Recognition of the effect of electric 
shock on defibrillating the heart is at- 
tributed to Prevost and Batelli in 1899.‘ 
This is still the best method for cardiac 
defibrillation. 

In 1906, in a series of 40 cases reported 
by Green, there were 9 successful cases 
—a recovery rate of approximately 22 
per cent.” It is interesting to note that, in 
a report of 1,200 cases, almost fifty years 
later, Stephenson found successful resus- 
citation in only 28 per cent.‘ Our present 
series of 50 cases shows a successful sur- 
vival rate of 34 per cent. In a half cen- 
tury, we have improved results by little 
more than 10 per cent, and there is still 
an appalling number of deaths from car- 
diac arrests in patients who are potential 
survivors. The estimated annual incidence 
of cardiac arrest during surgery in this 
country is approximately 5,000.'° At the 
present time, we are not saving half of 
these patients. 


Causes of Cardiac Arrest 


Let us consider briefly some of the 
known causes of cardiac arrest. 


HYPOXIA 

In all articles reviewed, as well as in our 
own experience, hypoxia is listed as the 
major cause of cardiac arrest. The im- 
portance of this is shown by the fact that 
16 of our patients were noted to have 
hypoxia on a clinical basis before cardiac 
arrest occurred. If hypoxia occurs dur- 
ing anesthesia, the surgeon should not 
hurry through the operation in order to 


finish it before the patient’s heart stops 
beating, but should stop immediately, 
find the cause of the hypoxia, and allow 
the anesthetist to administer oxygen. The 
best place to handle a cardiac crisis is in 
the operating room, for here the patient 
has the best chance of resuscitation. 


HYPERCAPNEA 

Much has been said recently of hyper- 
capnea as a pathogenic factor in cardiac 
arrest. Studies of the electrolyte metab- 
olism in hypercapnic rats and dogs have 
shown a constant increase in ‘plasma po- 
tassium concentration.'"' This hyper- 
kalemia increases and is most noticeable 
during the posthypercapnic period. It has 
been suggested that the changes in plasma 
potassium associated with complex meta- 
bolic disturbances in the heart are im- 
portant in causing posthypercapnic car- 
diac arrhythmias. We have seen cardiac 
arrest in the patient who showed no evi- 
dence of hypoxia or similar condition in 
which hypercapnea was thought to be 
the major factor. Clowes’? felt that there 
are definite warning signs of posthyper- 
capnic ventricular fibrillation to be noted 
on electrocardiograms, and that these 
signs can be changed by intravenous in- 
jection of 20 per cent glucose and 3 per 
cent sodium chloride.'' From all present 
evidence, hypercapnea must be consid- 
ered as a potential source of cardiac ar- 
rest and ventricular fibrillation. Swann 
showed that, although potassium chloride 
is of no value in preventing fibrillation, 
once the heart has fibrillated, it is a defi- 
nite aid in defibrillation.'° He felt that 
potassium is lost from the myocardium 
during fibrillation. Others have suggested 
that this loss may be due to muscle 
anoxemia and may not play a part in 
actual production of fibrillation. Hyper- 
capnea can be prevented by adequate 
ventilation by the anesthetist. 


REFLEX VAGOTONIA 
Reflex vagotonia has been discussed as a 
cause of cardiac arrest. Reid, Stephenson, 


and Hinton felt that the cardiac tissue has 
the capacity to originate stimuli and that 
since the ability of the myocardium to 
generate these stimuli is hindered by 
anesthesia, it therefore becomes vulner- 
able to the vagal reflexes.'* Anoxia itself 
will not cause these reflexes, but its pres- 
ence potentiates the reflex action. Pro- 
cedures that stimulate the vagus nerve 
may not be performed without danger to 
the patient. Therefore, any contemplated 
procedures should be well covered by 
previous use of atropine. The usual 
method for atropine administration, in 
which the patient may receive 5 mg. any- 
time from one to two hours before the 
actual danger period, is strongly con- 
demned. It is better if the anesthetist in- 
jects atropine directly into the vein at 
the time of induction. As this action 
wears off, further dosage is given 
throughout the operative procedure. 
Turk and Glenn have shown that direct 
stimulation of the vagus nerve or its 
branches during surgery may initiate 
severe bradycardia and cardiac arrest.'* 


DRUG SENSITIVITY 

The possibility of drug sensitivity or 
poisoning must always be kept in mind 
when various combinations of agents are 
being used. Certainly, when cardiac ar- 
rest occurs secondary to the use of a 
topical anesthetic such as cocaine, Ponto- 
caine, and so on, attempt at resuscitation 
may save a life. 

Such factors as drug poisoning, hemor- 
rhage, fatigue, or traction on the heart 
itself, may, in the presence of some of 
the conditions already discussed, play a 
contributing part. 


Resuscitation Procedures 


For successful resuscitation of patients 
with cardiac arrest, a background of 
thought and experience are necessary. 
The anesthetist must always be aware of 
the possibility of this catastrophe and 
must always know what his patient is 


Geriatrics, January 1956 3 





doing. The operator can be of inestimable 
help to the anesthetist by noting color 
of the blood, blood flow, and color of 
the tissues. If he is working in the chest, 
he should always keep one eye on the 
cardiac action and the other on the oper- 
ative field. In all major surgery, in which 
prolonged anesthesia is contemplated, in 
which there is to be considerable trauma, 
or.in which other factors may lend them- 
selves to cardiac irregularities, an elec- 
trocardiogram is extremely important to 
anesthetist and surgeon. Even though all 
operating rooms cannot be equipped with 
the cardioscope, at least those operations 
conducive to cardiac difficulties can be 
followed by electrocardiogram. Changes 
that may be important can be picked up 
first on the electrocardiogram. While it 
is true that the anesthetist has many 
things to watch, the electrocardiogram 
may mean the margin of safety. In some 
areas, a constant recording oximeter is 
used, 


CARDIAC NIASSAGI 


Once the catastrophe has occurred, im- 
mediate action must be taken by every- 
one concerned. The anesthetist should be 
the first to recognize the situation and 
should say to the surgeon, “The heart 
has stopped. Will you open the chest, or 
shall I?”'* If the person who is opening 
the chest has not thought this out be- 
forehand, does not have the proper men- 
tal attitude, or is inexperienced in 
methods of resuscitation, he will un- 
doubtedly fail. 

Here we should like to urge all hos- 
pitals and all teaching services to make 
cardiac resuscitation a requisite course 
for their house staff. This should be the 
first thing that a new intern is taught be- 
fore he goes on the ward or in the operat- 
ing room. There are two major causes 
of failure: (1) Hesitancy to carry out the 
necessary procedures and (2) inadequate 
application of cardiac massage. A simple 
experiment in the dog laboratory will 
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as is 





ric. 1. Femoral artery tracings in a dog during 
cardiac massage. Note inadequate elevation 
of systolic pressure as well as low systolic 
peaks, 


demonstrate these facts. The femoral 
artery of a dog is connected to a Sanborn 
recording cardiette with a pressure re- 
cording device, and ventricular fibrilla- 
tion is instituted. One may then attempt 
cardiac massage. The untrained and in- 
experienced will be unable to raise the 
femoral pressure to satisfactory level by 
massage efforts. Thus it can be seen that 
the felony, having been committed, is 
now compounded by the inexperience of 
the operator. 
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Fic. u. Femoral artery tracings in dog during 
cardiac massage. Note elevation of systolic 
pressure to normal levels. Systolic peaks are 
adequate to maintain blood flow. 





We feel that, although many chests 
are entered promptly and adequately, in- 
effective and inadequate massage allows 
the patient to go on to permanent cere- 
bral damage and makes resuscitation im- 
possible. Figure I shows the tracing re- 
corded from such an experiment. Note 
that the systolic beats were not only in- 
adequate, but that little elevation of the 
diastolic pressure was accomplished. Fig- 
ure II shows tracings made by the same 
operators, after adequate instruction and 
a little experience. Note the effective 
systolic beats as well as elevation of 
diastolic pressure. 

It is also advisable for practicing phy- 
sicians and surgeons who have not had 
experience with this abnormality to go 
into the laboratory and try it themselves. 
We feel that the reason the survival rate 
in cardiac arrest has increased by less 
than 10 per cent during fifty vears, is that 
the men who deal with the castastrophe 
have not been properly instructed. 

For proper resuscitation of the heart, 
minimal equipment is necessary. One 
might almost say, “All I need is a knife,” 
but this would not be true, because a 
knife will open the chest, but it will not 
provide an airway. The ideal airway is 
provided by an endotracheal tube with 
an anesthetist at the other end ventilating 
the lungs. The second best method is 
with a mask and an airway. The third 
best is mouth-to-mouth resuscitation. If 
the chest is opened for a brief period, 
adequate ventilation of the contralateral 
lung can be obtained by gentle retraction 
and relaxation on the hilus of the left 
lung. 

Certainly all modern hospitals and 
operating rooms should have a cardiac 
resuscitation cart, complete and ade- 
quate in equipment, as shown in figure 
IIf. In each operating room there should 
be a knife so that the chest can be opened 
at a moment’s notice. The pack contain- 
ing the knife should be designated by a 
special color or kept in a special place, so 





Fic. m1. Cardiac resuscitation cart. 


that it can be found without delay. The 
x-ray departments, the recovery room, 
and each ward of the hospital should 
have all necessary basic equipment. The 
more complete mobile cart can then be 
kept in the operating room until needed. 

If the necessary equipment is not ac- 
cessible, resuscitation should not be at- 
tempted. The heroic attempt to carry out 
resuscitation at the side of a road or by 
a lake is to be condemned. We also urge 
that efforts should not be made to bring 
back those persons who have been dead 
much longer than the brain can tolerate. 
If success is anticipated, the time interval 
between cessation of circulation and mas- 
sage cannot be longer than four to six 
minutes. 

Time is of the essence. The chest must 
be opened quickly at about the fourth 
inner space and the heart massaged at a 
rate of 60 to 80 times a minute. An ade- 
quate airway must be established and 
oxygen given at once. After these meas- 
ures are instituted, one can relax and 
maintain adequate massage, while sizing 
up the situation. Some persons have 
feared to open the chest and find a heart 
that is still beating. Cardiac arrest must 
be assumed if no blood pressure is ob- 
tainable, if no pulse is felt, and if no heart 
sounds are heard. It is far better to open 
a chest on a feebly beating heart which 
is not maintaining an effective circulation 
than to allow a few minutes to elapse un- 
necessarily in a patient with standstill. 
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After massage is instituted, it must be 
determined whether the heart is in stand- 
still or in ventricular fibrillation. In either 
event, after adequate incision is obtained 
so that it is possible to massage the heart, 
the need for rush is over. Adequate mas- 
sage can be maintained for an indefinite 
period. We have known massage to con- 
tinue for two and one-half hours, with 
complete recovery. We must now call 
for more help and an adequate resuscita- 
tion tray with necessary drugs, and so on. 
If the presence of fibrillation is uncer- 
tain, an electrocardiogram is made, which 
will give adequate information about 
myocardial status. 


INJECTION OF DRUGS 


If the patient is found to be in arrest, and 
he does not pick up spontaneous beats 
within a few minutes of massage, a solu- 
tion of adrenalin chloride may be injected 
into the chamber of the left ventricle. 
All injections into the heart are made di- 
rectly into the chamber of the left ven- 
tricle for it is the coronary circulation 
that we wish to profuse. Injections are 
not made into the ventricle wall. We 
have used approximately | cc. of a solu- 


CABLE 1 
CAUSES OF CARDIAC ARREST AND RESULTS OF 
RESUSCITATION 





Number Num- 
resus- Number ber 
citated resus- not 

Number and citated  resus- 

Causes patients living but died citated 
Hypoxia 16 9 5 2 
Drug reaction 5 2 3 0 
Cardiac failure 5 0 0 5 
Vomiting and 

aspiration + l 3 0 
Cardiac 

manipulation 2 2 0) 0 
Laryngospasm 2 l 0 l 
Bronchospasm 2 l 0 I 
Hemorrhage l 0 l 0 
Air embolism l l 0 0 
Unknown 12 2 8 Ms 
oral 50 19 20 11 
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tion made by mixing | cc. of a 1 to 1,000 
solution of Adrenalin with 5 cc. normal 
saline. If adequate cardiac beats are not 
picked up after the initial injection, 2 to 
4+ cc. of a 10 per cent solution of calcium 
chloride may be injected into the cavity 
of the left ventricle and massage con- 
tinued. Any person who has had cardiac 
arrest should have atropine in adequate 
dosage to overcome any possible vagal 
effect. If no response is obtained after 
five to ten minutes, the procedure may 
be repeated. If this is done more often, 
ventricular fibrillation may ensue. 

Ventricular fibrillation is diagnosed by 
totally unrelated twitching and convul- 
sions of the ventricular myocardium 
which can be verified in doubtful cases 
by the electrocardiogram. If ventricular 
fibrillation is present,’® introduction of 
either Adrenalin or calcium chloride may 
make the defibrillation process almost 
impossible. For this reason we condemn 
the use of Adrenalin through the chest 
wall in an attempt to resuscitate the heart. 
Ventricular fibrillation cannot be de- 
termined from the outside unless the 
patient is attached to an electrocardio- 
graph. If ventricular fibrillation is pres- 
ent, complete oxygenation of the cardiac 
muscles must be done, by adequate ven- 
tilation of the lungs and adequate cardiac 
massage. 


DEFIBRILLATION 


The best method now available for de- 
fibrillation of the heart is the electric 
shock method. By using one of the com- 
mercial defibrillators (figure IV), a shock 
can be given to the myocardium adequate 
to reduce ventricular fibrillation. A shock 
of 140 to 220 volts and from 3 to 5 am- 
peres should be used. In order to com- 
pletely defibrillate the heart, the elec- 
trodes must be brought together as close 
as possible by compressing the heart be- 
tween them. Sometimes a series of short- 
timed shocks is more effective than one 
single shock. The electrodes must be in- 
sulated sufficiently to prevent burning of 
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ric. 1V. Electric defibrillator. This type may 
be made in an electrical laboratory. 


the cardiac muscles. After ventricular 


fibrillation has been controlled, the heart 
is in standstill, and methods for treating 
it should be brought into play. 

It has been suggested that, in resuscita- 
tion, the aorta be clamped just distal to 
the subclavian in order that a!l of the cir- 
culation may be directed toward the 
more sensitive brain. This has not been 
necessary in the cases that we have at- 
tempted to resuscitate. If it is felt that 
drugs are not entering the myocardium 
properly, a clamp can be placed across 
the ascending aorta as the heart is mas- 
saged. This directs the flow directly into 
the coronary circulation. The pericar- 
dium should be opened whenever the 
heart must be defibrillated and may be 
opened at any time to obtain better mas- 
sage. Transfusions are often necessary to 
bring about adequate blood volume. 

Clinical Experience 
We have made a detailed study of 50 pa- 
tients with cardiac arrest seen in 8 hos- 
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pitals in the Atlanta area over a period 
of two years. Of these 50 patients, 17 are 
living and well; 2 are living, but have 
evidence of cerebral damage; and 1, a 
child, is a vegetable five months after the 
arrest. Two, who were completely re- 
suscitated, died from other causes. Figh- 
teen patients were successfully resusci- 
tated as far as the heart was concerned, 
but died from obvious cerebral damage. 
Eleven cases were not resuscitated. 

The causes of cardiac arrest, as found 
by detailed analysis, are listed in table 1. 
The causes for failure which have already 
been touched on, are listed as follows: 


Delay in resuscitation 12 
Inadequate methods 6 
Complicated by associated conditions 3 
Heart failure 5 
Unknown 3 


Certainly delay in resuscitation beyond 
four minutes, as timed in the operating 
room, was the major cause of failure. In 
4 other patients, we believe that inade- 
quate means and methods were the cause 
of failure. In addition to the 19 successful 
cases in the list, there should have been 
16 more. Certainly it is not too much to 
hope that, with better training and more 
attention to details, not only may this 
catastrophe be prevented more often in 
the future, but if it occurs, that there 
may be greater than a 50 per cent sur- 
vival rate. 


From case records and operating room data of 
the general hospitals in the area of Atlanta, 
Georgia. Animal work is from the Lawson Vet- 
erans Administration Hos pital, Chamblee, 
Georgia. 


NCES 
des déchanges electriques sur le coeur des man 
niferes. Comptes Rendus des Seances de 1’Academic 
des oe 129: 1267, 1899. 

. GREEN, T. Heart massage as means of restoration 
in cases of apparent sudden death. Synopsis of 40 
cases. L ar 3: 1708, 1906. 

GLENN fy, Be — ac arrest during surgery. Ann. Surg 
137: 920, 195 

11, SEALY, W. C., W. G. YOUNG, and J. J. HARRIS: Studies 
on cardiac arrest. J. Thor acic Surg. 28: 447, 1954. 

12. = i. CJ. 8 E SON, JR., and J. W. HINTON: 

Cardiac arrest. / rg. 64: 409, 1951. 

13. TURK, L. N., and w. L. GLENN: Results of attempted 
cardiac ona teik in 42 cases. New England J. 
Med. 251: 795, 1954. 

14. ne RG J. Ly D. W. EAST, and L. W. MORRIS: 
Analysis of 27 cases of acute cardiac arrest. J. 
Thoracic Surg. 22: 592, 1951. 














Geriatrics, January 1956 








The medical treatment 


of Méniere’s disease 


HENRY L. WILLIAMS, M.D. 


ROCHESTER, MINNESOTA 


® The first step in the treatment of 
Meéniére’s disease should be proper recog- 
nition of the condition and careful dif- 
ferentiation from other conditions which 
present vertigo as a symptom. 

Because of faulty translation of 
Méniére’s original papers, several mis- 
conceptions regarding the disease have 
found their way into the literature. Two 
of the outstanding fallacies are (1) that 
he believed that hemorrhage into the 
labyrinth was the cause of the condition 
and (2) that he presented the necropsy 
data in a case of hemorrhagic exudate in 
the semicircular canals as typifying the 
pathologic basis of the condition he was 
describing. 

Méniére’s purpose in writing his pa- 
pers was to separate from the general 
group of patients having the presenting 
symptoms of vertigo, nausea, and vomit- 
ing, a number of persons who also had 
indications of cochlear involvement. 

At the time that Méniére wrote, phy- 
sicians were lumping together all condi- 
tions which were characterized by ver- 
tigo, nausea, and vomiting under the 
diagnosis of “apoplectiform cerebral con- 
gestion,” a tendency which is repeated 
today by the diagnosis of “Méniére’s 
syndrome.” 

Ménieére stated that attacks of vertigo, 
nausea, and vomiting are common, and 


HENRY L. WILLIAMS is bead of the Section on 
Otolaryngology and Rhinology, Mayo Clinic, 
and professor of otolaryngology at the Mayo 
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Correct differential diagnosis is the 
most important step in the treatment 
of Meéniére’s disease. Evidence indi- 
cates that the etiology of this disorder 
is autonomic disintegration of the 
cholinergic preponderance type. 
Treatment based on this hypothesis 
may throw the patient into remission, 
but care and supervision must be 
continuous. 


that among the patients having such at- 
tacks there is a distinct group whose 
attacks are of a specific nature, in that 
they are characterized by loss of auditory 
sensitivity. He described the deafness as 
a perceptive or nerve type with less abil- 
ity to hear bass voices than treble. The 
disturbance may involve both ears but 
more frequently only one is involved. On 
examination, the external auditory canal, 
the ear drum, and the middle ear show 
no evidence of disease and before onset 
of the disorder the patient has no symp- 
toms referable to the ears. The deafness 
may precede the first attack of vertigo 
by several years but may also appear with 
the first vertiginous crisis or attack. The 
patient usually states that, although he 
hears sounds, the sounds are distorted 
and sound differently in the affected ear. 
Although speech can be heard in the af- 
fected ear, it frequently cannot be under- 
stood. Early in the disease, the degree of 
deafness tends to vary from day to day 
and from week to week. 

Méniére also stated that a bruit or 
tinnitus in the involved ear or ears is 





characteristic of the condition and that 
it cannot be interrupted by carotid pres- 
sure. The tinnitus can be continuous or 
intermittent but even if intermittent it 
occurs between attacks as well as during 
an acute episode. The tinnitus is usually 
of two kinds. The first is a roaring sound 
often likened to the sound of surf on the 
seashore. The second type is a more in- 
termittent high-pitched ringing. 

Méniére described four types of verti- 
go and dizziness occurring only in the 
crisis or attack and one type present also 
between attacks. The first is.a true ro- 
tatory vertigo coming on without warn- 
ing and tending to subside and recur at 
intervals of a few days to a year or more. 
The second consists of attacks of a to- 
and-fro or up-and-down motion. The 
third is a condition in which the patient 
feels and actually is unsteady. On at- 
tempting to walk, he may veer to one 
side or the other and bump into a wall 
or a tree. The fourth is an episode in 
which the patient, without previous 
warning, may be thrown violently to the 
ground as though struck on the head and 
afterward, while lying down, may expe- 
rience violent vertigo, nausea, and vomit- 
ing with cold clammy sweat. The fifth 
type is a condition which may occur be- 
tween crises. The patient may often be 
unable to turn the head quickly or to lie 
down or get up suddenly without some 
vertigo or dizziness, although rarely to 
a severe degree. Méniére emphasized that 
during an attack the patient does not lose 
consciousness, has no weakness or paral- 
ysis, can use the tongue freely, and at 
the end of the attack is in perfect health 
and can describe the events of the ill- 
ness without difficulty. 


Differential Diagnosis 
The differential diagnosis of Méniére’s 
disease is frequently said to be easy but 
this has not been my experience. The 
conditions from which Méniére’s disease 
must be differentiated are unilateral eusta- 
chian insufficiency; thrombosis or embo- 


lism of the branches of the posterior 
inferior cerebellar artery or the branches 
of the anterior inferior cerebellar artery, 
which supply the vestibular nuclei, 
Bruns’ syndrome; commotio labyrinthis 
following injury to the head; vertiginous 
epilepsy; migraine with vertigo; platy- 
basia or basilar impression; tumors of the 
cerebellopontine angle; and anxiety 
hysteria with hyperventilation syndrome. 

The term “Méniére’s disease” must not 
be applied to those instances of sudden 
vertigo which have slow recovery lasting 
a week or two, to those which have vio- 
lent tinnitus and severe loss of hearing 
showing only partial recovery after a 
period of weeks, or to those which have 
no recurrences. This type of apoplecti- 
form vertigo is interpreted as being due 
to thrombosis or embolism of the artery 
to the labyrinth. 

Diagnosis of Méniére’s disease depends 
chiefly on the audiometric findings— 
diplacusis, recruitment, discrimination 
deafness, or relative inability to recognize 
the meaning of words—since they are the 
cardinal signs of the disease. 


Etiology 
The etiology of Méniére’s disease is not 
proved but good evidence suggests that 
it is a vasomotor neurosis like acrocya- 
nosis, Raynaud’s disease, migraine, an- 
gioneurotic edema, urticaria, and other 
specific and physical allergies. A ten- 
dency for the peripheral vascular bed to 
react abnormally to various types of 
stress such as emotional perturbation, fa- 
tigue, atmospheric and weather changes, 
sunlight, and nontoxic protein substances 
is characteristic of this group of condi- 
tions. 

The pathologic picture seen in the 
capillaries of such individuals under 
biomicroscopy is a spasm of the “lock 
muscle” at the beginning of the metarte- 
riole with constriction of the arterial 
limb of the capillary loop and dilatation 
and varicosity of the venous limb which 
is refluxly filled with blood. The result is 
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a tendency toward cyanosis. This in turn 
appears to lead to cellular injury of the 
capillary endothelium and of the leuko- 
cytes and erythrocytes contained in the 
capillary loop. The endothelial injury 
leads to intravascular agglutination, 
known as blood sludge, and increased 
permeability of the capillary wall. The 
injury to the leukocytes leads to the 
release of histamine and other toxic prod- 
ucts which also increase capillary perme- 
ability. This greater capillary permeabil- 
ity leads to the collection of interstitial 
fluid of increased osmotic pressure. This 
condition is considered to depend on dis- 
integration of the autonomic nervous 
control of cholinergic type. 

When this reaction involves the 
mechanism secreting endolymph, then 
quantity and osmotic pressure of the 
endolymph secreted increase and the 
resultant endolymphatic hypertension 
produces the characteristic pathologic 
picture of dilatation of the ductus coch- 
learis. The attacks of vertigo are thought 
to be due to spasm of the end arterioles 
of the vestibular artery which supply 
the nerve cells of the crista and macula, 
and the fluctuations in auditory thresh- 
old are thought to be due to pressure 
on the hair cells of the organ of Corti 
and to changes in electrolyte balance in 
the endolymph, especially to loss of 
potassium. The recruitment and dip- 
lacusis appear to be caused by edema of 
the tectorial membrane. 

All successful medical treatment of 
Méniére’s disease has been based on the 
hypothesis that it is an instance of auto- 
nomic imbalance of the cholinergic type. 


Treatment of the Acute Attack 

or Crisis 
The fact that cholinergic nerves are con- 
cerned in the crisis or attack of Méniére’s 
disease is indicated by the fact that such 
a crisis can be relieved by drugs which 
stimulate the adrenergic nerves or para- 
lyze the cholinergic nerves. 

White and Smithwick classified the 
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neurohormones and the most potent 
drugs which act on the adrenergic and 
cholinergic nerves about as follows: 





Acting on Acting on 
sympathetic parasympathetic 
nerves nerves 


Epinephrine Acetylcholine 
Sympathin Pilocarpine 
Ephedrine 

Amphetamine sulfate 


Stimulating 


Atropine 


§ Ergotoxine 
Nicotine 


Depressing { \5.° 
F © } Nicotine 





Atropine was early found to be a drug 
chemically effective in relieving the 
symptoms and signs of an acute attack of 
Méniére’s disease. To be effective, the 
dose should be fairly large. I have found 
that doses of 1/75 to 1/50 grain (0.00086 
to 0.0013 gm.) given intramuscularly will 
be effective in terminating the attack in 
fifteen to twenty minutes. Sufferers from 
Méniére’s disease have been instructed in 
the technic of self-injection of this drug 
with favorable effect, not only because 
it will relieve the acute symptoms but 
also because it relieves the patient’s con- 
cern that he may have a seizure in 
public and away from help. 

The intravenous injection of 3 to 5 
minims of a 1 in 1,000 solution of ep- 
inephrine given slowly also will relieve 
the acute attack of Méniére’s disease in 
an equally short time. 

Ephedrine by mouth in doses of 11 to 
3 grains (0.1 to 0.2 gm.) if given before 
nausea and vomiting appear has been 
found to be an effective remedy. 

Amphetamine sulfate given similarly 
by mouth in doses of 5 to 10 mg. has 
also been found effective. 

Recently dimenhydrinate, in the form 
of Dramamine Injectable, 50 mg. dis- 
solved in 10 cc. of water given intra- 
muscularly or 50 mg. in 20 cc. of water 
given intravenously, has been found to 
terminate an attack of Méniére’s disease 
in fifteen to twenty minutes. Dimenhy- 





drinate is thought to have its effect on 
the cerebral centers. 


Treatment of the Underlying 
Condition 


Since, from evidence at hand, Méniére’s 
disease appears to be caused by disin- 
tegration of the autonomic nervous con- 
trol with cholinergic overaction, the 
problem is one of counteracting the 
cholinergic preponderance, releasing the 
arteriolar spasm, eliminating the excess 
of intracellular fluid, and restoring the 
normal electrolyte balance. 

The first method of treatment sug- 
gested by Mygind and Dederding was 
that of producing vasodilation by ap- 
plication of heat and massage and elimi- 
nation of interstitial fluid by restricting 
ingestion of sodium and water. Physical 
therapy continues to be a useful method 
in the treatment of Méniére’s disease. 

Other vasodilators were later used with 
success, including papaverine, magnesium 
sulfate solution, and histamine. In my 
experience, the simplest to use is nicotinic 
acid or one of its salts with a free nico- 
tinic acid radical. It might be mentioned 
that the amide of nicotinic acid is not 
a vasodilator and is not useful in the 
treatment of Méniére’s disease. 


Nicotinic acid may be given by mouth 
in a dose of 50 mg. at the start and in- 
creased by a like amount in twice-daily 
doses until a dose that produces a moder- 
ate flush is reached. This dose will differ 
for different individuals. When the op- 
timal dose for the individual is reached, 
this is given daily on rising or at least 
on an empty stomach. Optimal dose is 
usually 200 mg., but may be 400 mg. or 
more occasionally, or as little as 50 mg. 
Monoethanolamine nicotinate, in the 
form of Nicamin, may be given by hypo- 
dermic injection in a starting dose of 
25 mg. The dose is increased by a like 
amount at each injection until evidences 
of a mild flushing of the face are seen, 
usually with about 100 mg. This dose 
may then be continued as a once-daily 
injection. Use of nicotinic acid and other 
vasodilators should be interrupted from 
time to time for several weeks to a 
month, as after a time vasodilation will 
no longer take place. An occasional in- 
dividual will become hypersensitive to 
nicotinic acid, and, in such instances, it 
will be necessary to use some other 
vasodilator. 

The cholinergic preponderance can 
be counteracted by use of one of the 
cholinergic-blocking drugs. I have found 


TABLE 1 


LOW-SODIUM, ACID-ASH TO NEUTRAL-ASH DIET FOR PHYSICAL ALLERGIES 





Maximal intake in 24 hours 


Food Amount 
Milk 1 pint 
Vegetables 2 servings 
Fruit 2 servings 


except for ————> < Plums 


Minimal intake in 24 hours 


Food Amount 


Eggs 2 
Meat, fowl and fish 2 servings 


eco { Equivalent to 6 

Cereal foods U slices of bread 

Prunes | 
As desired 


Cranberries \ 





softened water. 


nN 


caviar and the like. 


3. Avoid salty broths and soups. 





1. Avoid soda such as soda for stomach, soda biscuits and soda drinks, and artificially 


. Avoid adding salt to food and avoid salty prepared foods such as sauerkraut, herring, 
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the most effective to be one of the pro- 
pantheline bromides, in the form of Pro- 
banthine. At first, this should be given 
in 15-mg. doses every four hours night 
and day, but, if the condition seems to 
be controlled, the dosage may be de- 
creased to 15 mg. every six hours. This 
drug may be combined with 15 mg. of 
phenobarbital to decrease the anxiety 
state that is frequently present in persons 
with Méniére’s disease. 

Schemm has suggested that an excess 
collection of interstitial fluid such as is 
found in the endolymphatic space in 
Méniére’s disease is best combated by 
production of relative acidity in the tissue 
fluids, restriction of sodium intake, and 
intake of a sufficient quantity of pure 
water to increase elimination of sodium 
by the kidney. 

I have given my patients a modification 
of Schemm’s low-sodium, acid-ash, or 
neutral-ash diet, as shown in table 1. Al- 
though this diet is not as low in sodium 
as some diets suggested, its advantage is 
that patients are willing to continue to 
use it and it can be followed away from 
home while they are eating in restaurants. 
Ammonium chloride is usually used to 
supplement the low-salt diet, as it is not 
only an effective diuretic but it is more 
effective in influencing the pH of body 
fluids than the mineral acids. From 6 to 
9 gm. of this drug is given daily in 
enteric-coated tablets in divided doses. 
The patient is advised to take from 4 to 
6 tablets three times a day during meals. 
This should be continued for three days, 


12 
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then a rest period of two days, and the 
dose repeated. Talbot and Brown sug- 
gested that potassium chloride might be 
more useful in that it tended to com- 
pensate for a depletion of potassium 
which they found in Méniére’s disease. 
This may be substituted for the am- 
monium chloride in similar dosage if 
desired. 

In certain women with a tendency to 
Méniére’s disease and the syndrome of 
premenstrual edema, attacks of vertigo 
are apt to occur in the premenstrual pe- 
riod. In such women, therapy directed 
toward improving ovarian function and 
endocrine therapy may be necessary. 

Finally, in a small percentage of in- 
dividuals with Méniére’s disease, specific 
hypersensitivity, usually to foods, is 
found to be the precipitating cause of 
the attacks. In certain instances, elimina- 
tion diets such as proposed by Rowe 
may identify the offending allergen 
which may then be omitted. 

If the combined therapy which has 
been outlined is followed, most patients 
will respond favorably. Occasional re- 
currences must be expected, however, 
because Méniére’s disease is based on an 
inherited constitutional tendency to re- 
act in this manner to various forms of 
stress. For this reason, the patient must 
continue on treatment for an indefinite 
period and must be satisfied with a 
quieter and more regular life than in- 
dividuals who are not subject to this 
type of reaction. 





Hysteroscopic examinations 


in older women 


WILLIAM B. NORMENT, M.D. 


GREENSBORO, NORTH CAROLINA 


@ For many years, the bronchial tree, 
stomach, urinary bladder, rectum, and 
lower sigmoid have been studied by di- 
rect vision. However, diagnostic study of 
the uterine pathology, particularly in 
those patients approaching menopause, 
has not advanced as has study of other 
hollow viscera of the body. We believe 
direct visualization of the uterus in older 
women to determine the exact cause of 
uterine bleeding is greatly aided by use 
of a water hysteroscope. 

In the woman at premenopause, meno- 
pause, or even postmenopause, small 
polyps, particularly in the area of the 
cornu, or small submucosal fibroids are 
often missed with routine curettage of 
the uterine canal. Culdoscopic examina- 
tions of the exterior surface of the uterus 
and the adnexae have been of great help 
in determining pathology of the ovaries 
and fallopian tubes. Most irregular uterine 
bleeding in the geriatric patient arises 
from pathology in the uterine canal, and 
diagnosis is difficult here without direct 
visual examination. When such examina- 
tion was tried in the past, vision was 
usually hampered by uterine bleeding. 
However, use of the lens hysteroscope 
with a water-irrigating system makes di- 
rect vision of the uterine canal as clear 
and as simple as cystoscopic examination 
of the urinary bladder. 

Too often it is assumed that the woman 
around 50, with irregular uterine bleed- 


WILLIAM BLOUNT NORMENT is attending surgeon 
at Moses Cone Hospital and surgeon at Wesley 
Long Hospital, Greensboro, North Carolina. 


This is the first report of direct vision 
of the uterine canal in older women. 
Since the canal contains more path- 
ology than any other hollow viscus, 
direct vision is essential for accurate 
diagnosis and for determining the 
cause of uterine bleeding. 


ing, is in the menopause. She is told that 
in time her difficulty will regulate itself, 
but many times the submucosal fibroid 
or polyp that is the cause of such bleed- 
ing is very hard to find with a curette. 
Direct visualization of the canal for de- 
tection of these benign tumors is of great 
importance, perhaps more so than for 
detection of early endometrial carcinoma, 
which is best done by suction biopsy. 
In postmenopausal patients, a submucosal 
myoma or endometrial polyp is more 
often the cause of uterine bleeding than 
is the endometrial carcinoma. 

The fact that the usual routine meas- 
ures often failed to detect the cause of 
bleeding in these patients, stimulated us 
to perfect an instrument for direct visual- 
ization, that could be relied on despite 
the fact that most of these patients have 
bleeding at time of examination. This 
water-irrigating lens hysteroscope, de- 
vised ten years ago*, has been in con- 
stant use since then and has been invalu- 
able in the diagnosis of pathology of the 
uterine canal. Development of the hys- 
teroscope has been described previously’ 
*Certificate of Merit Award for Development 
of the Lens Hysteroscope by American Medical 
Association, San Francisco Meeting, 1950. 
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ric. 1. A.'Normal roentgenogram of uterus. B. Filling effect caused by cancer. 


and at this time we wish to emphasize 
the importance of such examination in 
any patient with irregular uterine bleed- 
ing, regardless of the age that such com- 
plaint is encountered. 

Direct vision of the uterine canal with 
the water hysteroscope is a simple pro- 
cedure which may be done with even a 
small amount of practice by anyone who 
is qualified to do routine dilatation and 
curettage of the uterus. We believe that 
a curettage upon any woman with uterine 
bleeding, whether premenopausal or 
postmenopausal, should be accompanied 
by direct visual examination of the 
uterine canal as a check to see whether 
any pathologic tissue remains in the canal. 





f 
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Fic. u. A. Normal roentgenogram of uterine cavity. 8. Filling defect showing polyp. 


Technical Procedures in Use of the 

Hysteroscope 
Our first step in detecting the cause of 
uterine bleeding is a roentgenogram of 
the canal made with an aqueous dye. An 
oily dye is heavy and will often over- 
shadow a small polyp so that the filling 
defect will not be seen. A roentgeno- 
gram made with an aqueous dye is prob- 
ably more accurate in the elderly than 
in the younger women, since the endo- 
metrium in the older patient is atrophied 
and does not form filling defects in the 
x-ray film. 

If there is the slightest defect showing 
in the roentgenogram, then there must 
be direct visualization of the uterine canal 









FIG. 1. Diagram of water- 
irrigating hysteroscope. 


to determine the cause of the defect. A 
roentgenogram of the uterine canal is 
not diagnostic in itself and cannot be 
relied on as might a film of the gastro- 
intestinal tract. The filling defect seen 
in roentgenogram of the uterine canal 
may be carcinoma of the endometrium, 
a polyp, or a submucosal myoma (figures 
I and Il). 

If a filling defect is found, the patient 
is advised to enter the hospital, routine 
vaginal preparation is given, and direct 
vision by the water hysteroscope is car- 
ried out with the patient under Pentothal 
anesthesia. Combined use of the roent- 
genogram and direct visualization method 
result in a more satisfactory diagnosis 
of the cause of the uterine bleeding in a 
geriatric patient than do the routine 
measures, which are often inaccurate. 
This procedure is done so easily that, 
even in the very elderly patient who can 
tolerate Pentothal anesthesia for a short 
period, there should be no shock or post- 
operative discomfort. 

The preparation of the patient for di- 
rect vision by water hysteroscope is simi- 
lar to that for dilatation and curettage. 
The vagina is prepared the night before 
and preliminary medication is given be- 


After 


fore surgery. administration of 
Pentothal anesthesia, the vaginal vault is 
again prepared and the cervix is dilated 
to about the same width used in a curet- 
tage. The outer sheath of the hystero- 
scope and the obturator are inserted 
through the cervical canal into the uterine 
canal. The metal sheath is left in the 
cervical canal and through it is passed a 
lens system with an arrangement for con- 
tinuous water irrigation, as shown in 
figure III. 

After insertion of the lens system, the 
water intake, which is attached on the 
right side, allows the water to flow in 
through the hysteroscope, circulate in 
the uterine canal, and flow out through 
the left side of the instrument, providing 
clear vision of the field regardless of how 
freely the patient is bleeding. The water 
is allowed to flow continuously until 
there is no sign of blood coloring the 
outlet flow. Then the water is stopped, 
the light system is attached, and the pa- 
tient is ready for observation. 

In most patients who have not passed 
the menopause, the appearance of the en- 
dometrium will suggest possible pathol- 
ogy in the canal. However, the magnifi- 
cation of the endometrium as _ seen 
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through the water hysteroscope is a 
normal finding. Small polyps, particular- 
ly in the area of the cornu, which may 
have been missed by repeated curettage, 
can often be removed with a resecting 
hysteroscope, thus avoiding hysterect- 
omy. Some polyps with a wide base will 
not respond to curettage even if their 
exact location is known. The slightly 
protruding submucosal myoma or fi- 
broid, which may be found in the uterine 
canal of patients many years past the 
menopause, do not tend to disappear as 
rapidly as those seen on the serosal sur- 
face. This is misleading, since repeated 
bimanual examinations of the older pa- 
tient with vaginal bleeding will not reveal 
any serosal fibroids, yet there may be a 
persistent submucosal fibroid causing the 
bleeding. After examination of the canal, 
the hysteroscope is carried up to the 
cornu on either side and the cornu and 
entire endometrial cavity examined care- 
fully. 

We have seen a number of patients in 
whom repeated curettages and even in- 
sertion of radium failed to correct the 
cause of postmenopausal bleeding, which 
was later found by direct vision to be a 
small endometrial polyp. Since these 
polyps do not respond well to radium, 
the symptoms had persisted. Use of the 
hysteroscope would have solved the 
diagnosis early in the course of the ail- 
ment and avoided long, useless therapy. 

Recently we have attached an endo- 
scopic camera to the end of the hystero- 
scope and made photographs of the entire 
uterine canal in the living patient (figure 
IV). In the elderly patient in whom there 
is a complete lack of endometrium, it is 
easy to see and to photograph the opening 
of the fallopian tube into the cornu. This 





endometrium made 
through the hysteroscope in the living patient. 


FIG. IV. A. Carcinoma of the 
B. Submucosal myoma, made through the hys- 
teroscope in the living patient. White appear- 
ance of cancer through hysteroscope. 


very much resembles the opening of the 
ureter into the urinary bladder. We have 
been able to photograph in the living pa- 
tient polyps, submucosal myomas, and 
endometrial carcinoma.* 


Conclusions 


In conclusion, I should like to emphasize 
the importance of direct visualization as 
a diagnostic aid in uterine bleeding in 
those patients who are at the menopause 
or who have passed it. It is a simple 
procedure which may be carried out with 
little or no shock to the patient under 
Pentothal anesthesia. Most patients ex- 
amined in the early morning are able to 
leave the hospital the same day or cer- 
tainly the following morning. We be- 
lieve many  hysterectomies may be 
avoided, particularly if, upon direct 
vision with the water hysteroscope, it is 
found that these tumors do not protrude 
into the uterine canal. If the serosal fi- 
broids palpable on bimanual examination 
are not the cause of uterine bleeding, then 
the uterus should probably not be re- 
moved. 
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Coronary atherosclerosis in 


a chronic disease hospital population 


JOSEPH I. GOODMAN, M.D. 
CLEVELAND, OHIO 


@ In a recent study of 1,219 patients, 
hospitalized at the Cuyahoga County 
Nursing Home because of a chronic dis- 
ease, the incidence of disability as a re- 
sult of coronary atherosclerosis proved 
to be unexpectedly low.' In view of the 
age distribution of patients in this series, 
with a peak of 60 to 64 years, a higher 
frequency of coronary sclerosis might 
have been anticipated. A diagnosis of 
coronary artery disease was made, either 
clinically or at autopsy, in 249 cases, rep- 
resenting 20 per cent of all patients 
studied. In striking contrast, the incidence 
of atherosclerosis elsewhere in the body 
was much higher, as shown by a diag- 
nosis of proximal atherosclerosis in 58 
per cent and of peripheral atherosclerosis 
in 38 per cent of patients. 

There were 179 men and 70 women 
patients in this series; the ratio of 2.5 to 
1 is slightly higher than the normal ratio 
of 2 to 1 in this hospital population. In 
the patients with myocardial infarction, 
the ratio of men to women is even 
higher, that is, 3 to 1. There were 217 
white and 29 Negro patients—a ratio of 
7 to 1, which is double the ratio of the 
white to Negro population in the insti- 
tution. In patients with myocardial in- 
farcts, the proportion of white persons 
is even higher. There were 3 orientals 
among the 249 patients. Seventy-five per 
cent of patients with myocardial infare- 
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The opportunity to study chronic 
atherosclerosis over long periods is 
available in a chronic disease institu- 
tion such as the County Nursing 
Home. In a series of 1,219 nursing 
home patients it was found that clin- 
ical methods to detect coronary artery 
involvement are still inadequate in 
any but the most advanced stages. 
One is impressed with the extremely 
high incidence of cardiomegaly in 
coronary disease. 


tion at the time of their attack were from 
60 to 74 years of age. 

Although the high incidence of cor- 
onary atherosclerosis in this population 
was not unexpected, it is significant that 
the average age of patients with coronary 
sclerosis was five years greater than the 
average of the general population in this 
institution, which is 60 to 64 vears. There 
were only 11 patients with coronary 
sclerosis below 50, and 15 over 80. In the 
group under 50, incidence of coronary 
sclerosis was only 4.4 per cent, but the 15 
patients over 80 represent 24 per cent of 
the patients in that age group—a figure 
which, although slightly higher than the 
mean, was still not disproportionately 
high. 


Criteria of Coronary Atherosclerosis 
The following criteria were considered 
satisfactory clinical evidence of coro- 
nary atherosclerosis in this series: (1) 
the carotid-sinus-pressure test, (2) elec- 
trocardiographic changes of myocardial 
infarct or coronary sclerosis, (3) post- 
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TABLE | 
CRITERIA OF CORONARY ATHEROSCLEROSIS IN 249 
CASES 
Number 
cases 
Carotid-sinus-pressure (CSP) test 92 
Electrocardiogram 84 
Postmortem findings 66 
Post mortem cnly (no clinical suspicion) 49 
Congestive heart failure 65 
Auricular fibrillation 39 
Inference from presence of proximal 
and peripheral atherosclerosis 25 
Angina pectoris , 8 





mortem findings, (4) an inferential diag- 
nosis of coronary sclerosis from definite 
evidence of atherosclerosis in other parts 
of the body, (5) congestive heart failure. 
in which all other causes of failure could 
be ruled out, (6) angina pectoris, and (7) 
auricular fibrillation with no other ex- 
planation. These are listed in table 1. 


CAROTID-SINUS-PRESSURE TEST 


With the application of carotid sinus 
pressure, three types of abnormal re- 
sponses may occur’ — cardioinhibitory, 
vasodepressor, or a combination of 
both. In patients with myocardial 
ischemia involving the conduction sys- 
tem, a cardiac standstill or noticeable 
bradycardia is frequently demonstrable. 
Because myocardial ischemia is usually 
secondary to coronary atherosclerosis, it 
follows that a positive cardioinhibitory 
reaction is indicative of coronary athero- 
sclerosis. In a previous study of 89 dia- 
betic patients with a 90 per cent inci- 
dence of atherosclerosis, a positive 
carotid sinus reaction was obtained in 61, 
and 44 of these showed a cardioinhibitory 
response.” The pronounced sensitivity of 
this reaction, in contrast to the electro- 
cardiogram, is illustrated by the finding 
of normal electrocardiograms in 33 of 
the 44 patients with positive cardio- 
inhibitory reactions. Conversely, in 22 
patients showing abnormal electrocardio- 
grams, there were 12 positive cardio- 
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inhibitory reactions. Although the carot- 
id-sinus-pressure test was not employed 
in all cases, a positive cardioinhibitory 
reaction was obtained in 92 cases, or 37 
per cent of the total number with cor- 
onary sclerosis. Even though the uni- 
versal use of this test would have given a 
much higher incidence, nevertheless, as 
in the diagnosis of generalized athero- 
sclerosis, this test proved to be the most 
sensitive clinical criterion of coronary 
sclerosis in this group of patients. 


ELECTROCARDIOGRAPHY 


There is certain, generally accepted elec- 
trocardiographic evidence of coronary 
atheroscierosis—for example, definite evi- 
dence of myocardial infarct or other 
myocardial damage, auricular fibrillation, 
bundle-branch block, and so on. Positive 
electrocardiographic findings were ob- 
tained in 45 of the 182 patients with 
coronary atherosclerosis, approximately 
1 in 4. The type of changes found in 
these 45 cases is listed in table 2. 

Of 67 cases with remote or recent in- 
farcts, 39 showed positive electrocardio- 
graphic evidence. Two-thirds of these, 


TABLE 2 
CARDIAC FINDINGS IN 249 CASES OF CORONARY 
ATHEROSCLEROSIS 





Coronary Myocardial 
sclerosis infarction 
(182 patients) (67 patients) 


Congestive failure 45 20 
Positive ECG findings 45 39 
Myocardial damage 34 11 
Auricular fibrillation 17 6 
Left axis deviation 17 23 
Premature beats 17 3 
Wandering pacemaker. . 11 0 
Extrasystoles 6 3 
Right ventricular strain. 6 0 


nN 
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Acute infarct 
Bundle branch, L.V., 
or A.V. blocks 17 
Low voltage 6 
Atherosclerosis in other arteries 
Proximal sclerosis . .22 
Peripheral sclerosis 22 
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28 cases, showed findings consistent with 
an acute myocardial infarction. Other 
frequent ECG findings, either before or 
after infarction, were left axis deviation 
in 23 patients; bundle branch, intra- 
ventricular, or A-V blocks in 17; or 
changes consistent with myocardial dam- 
age and coronary sclerosis without in- 
farct in 11. Altogether, the incidence of 
positive ECG findings in the infarct 
group was approximately 50 per cent as 
compared with 25 per cent in the cor- 
onary sclerosis group. 


POSTMIORTEM FINDINGS OF CORONARY 
SCLEROSIS 


In the present series, there were 249 cases 
in which the diagnosis of coronary 
atherosclerosis could be made clinically, 
at autopsy, or by both methods. In the 
249 patients, there were 146 deaths and 
66 postmortem examinations, an autopsy 
rate of 45 per cent. In 66 patients studied 
post mortem, the presence of coronary 
sclerosis, including old or recent myo- 
cardial infarcts, was unsuspected prior to 
death in 49. If these 49 cases are deleted, 
it is seen that a clinical diagnosis of cor- 
onary artery disease was made in 200 
patients, or 16 per cent of the total. There 
was no clinical suspicion of pathology 
in the coronary circuit in 3 out of every 
4 of the 66 patients in whom coronary 
atherosclerosis was found post mortem. 
This means that such findings as ather- 
omata, narrowing of the coronary ar- 
teries, remote myocardial infarcts, and 
even acute myocardial infarcts are diag- 
nosed most frequently at post mortem 
only. If the entire group of 1,219 patients 
had been examined post mortem and the 
same ratio were applicable, the actual in- 
cidence of coronary sclerosis would be 
closer to 66 per cent. 

At present, even the most sensitive 
tests are inadequate for clinical detection 
of most of the cases of coronary sclerosis. 
Over one-half of the 67 patients with 
diagnoses of myocardial infarction were 
examined post mortem. Of 36 such cases, 


17 presented evidence of a remote myo- 
cardial infarct without a clinical history. 
Acute myocardial infarction was found 
at autopsy in 8 cases in which it had not 
been suspected clinically. In 6 patients, 
the clinical diagnosis of myocardial in- 
farction was verified at autopsy. In other 
words, approximately one-half of the 
cases of myocardial infarction were re- 
mote lesions, without a clinical history, 
which were discovered at autopsy; one- 
fourth were acute infarcts which were 
undiagnosed clinically; and the remain- 
ing one-fourth were diagnosed clinically 
and confirmed at autopsy. 


CONGESTIVE HEART FAILURE 


If all other causes of heart failure can be 
eliminated, coronary atherosclerosis and 
myocardial ischemia may be assumed to 
be probable etiologic factors. Congestive 
cardiac failure was present in 45 of the 
patients with coronary atherosclerosis, 
and in 20 of the 67 patients with myo- 
cardial infarction either before or after 
onset of attack. Cardiac failure was the 
sole basis for diagnosis of coronary 
sclerosis in 31 patients. 


AURICULAR FIBRILLATION 


When other causes of auricular fibrilla- 
tion, such as rheumatic heart disease and 
hyperthyroidism, have been ruled out, 
coronary atherosclerosis may be consid- 
ered to be an underlying factor. Auric- 
ular fibrillation was present in 39 of the 
249 patients, as shown in table 2. 


ATHEROSCLEROSIS IN OTHER ARTERIES 


It is generally recognized that coronary 
atherosclerosis parallels, both in degree 
and extent, atherosclerosis in other ar- 
teries, particularly the thoracic aorta and 
the adjacent great vessels. If the presence 
of proximal or peripheral atherosclerosis 
can be established, the simultaneous pres- 
ence of coronary sclerosis can be inferred 
with a high degree of accuracy. 
Although it was shown in another 
study that atherosclerosis in arteries such 
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as the aorta, subclavian, and those of the 
lower extremities is detectible in a high 
percentage of patients,® the value of the 
diagnostic measures employed was not 
appreciated in time to be used routinely 
in the present series. I am sure that greater 
application of these tests would have en- 
hanced the clinical accuracy of the diag- 
nosis of coronary sclerosis. 


ANGINA PECTORIS 

Although angina pectoris was infrequent 
among the patients with coronary sclero- 
sis or myocardial infarction in this series, 
it is nevertheless a valid criterion of cor- 
onary sclerosis. 


Concomitant Cardiovascular Findings 
in 249 Patients with Coronary 
Atherosclerosis 
The most striking finding, by far, in the 
249 patients with coronary sclerosis and 
myocardial infarction was the presence 
of cardiac enlargement. 


CARDIAC ENLARGEMENT 


Cardiomegaly was found in 151  pa- 
tients, or 60 per cent of the 249 patients. 
Actually, this finding was more prev- 
alent in the infarct group, in which 50 
out of 67 cases had cardiac enlargement. 
Evaluation of cardiac size was made by 
percussion and by observing position and 
force of the apical impulse. When chest 
films or fluoroscopy are available, there 
is usually good correlation between the 
roentgen data and the physical exami- 
nation. 

Although there was high frequency of 
cardiac enlargement observed clinically, 
incidence of cardiomegaly in the post- 
mortem material was even more striking. 
Cardiac hypertrophy or dilatation was 
found in 9 out of every 10 cases of cor- 
onary sclerosis studied post mortem, and 
an increased cardiac weight in 7 out of 10 
cases. There was cardiac hypertrophy or 
dilatation in 27 out of 30 cases with cor- 
onary sclerosis which were studied post 
mortem, and, in most cases, the weight of 
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the heart also exceeded the normal. The 
same ratio prevailed in the cases show- 
ing myocardial infarction at autopsy— 
that is, 28 out of 36 patients. Cardiac en- 
largement was also noted roentgeno- 
graphically in approximately one-half 
the patients. It is impossible to determine 
whether enlargement may have been 
overlooked in other cases, since routine 
chest films are not taken in the Nursing 
Home. Most of these patients, however, 
had had the benefit of hospitalization 
elsewhere prior to admission. 


ELEVATED BLOOD PRESSURE 


An attempt was made to divide the cases 
into those in which high readings were 
attributable to atherosclerosis, aortic or 
systolic hypertension, and hypertensive 
cardiovascular disease. In 182 patients 
with coronary sclerosis, there were 84, 
or 46 per cent, in whom elevated systolic, 
or systolic and diastolic, pressures were 
believed to be a result of sclerosis of the 
great vessels. 

In addition, 34 of the 67 patients in 
the myocardial infarction group had an 
elevated pressure. Twenty of these had 
both systolic and diastolic elevation and 
14, systolic elevation alone. 

The incidence of true hypertension 
was low—17 out of 249 patients. 


NLURM URS 


The incidence of cardiac murmurs was 
approximately the same in both the cor- 
onary sclerosis and the infarct group, as 
shown in table 3. One-third of the pa- 
tients with myocardial infarcts presented 
a cardiac murmur, which, in the majority, 
Was an apical systolic murmur. There was 
a greater diversity and a slightly lower 
incidence of murmurs in the patients with 
coronary sclerosis. Aortic systolic mur- 
murs were the most prevalent, although 
apical systolic murmurs were also quite 
common. I should like to stress that an 
accentuated second aortic sound is a 
good indication of aortic sclerosis and, 
by inference, of coronary sclerosis. 
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TABLE 3 


CONCOMITANT CARDIAC FINDINGS IN 249 CASES WITH CORONARY ATHEROSCLEROSIS 





lan 


vardiac enlargement: 


Sclerosis Infarct 
(182 patients) (67 patients) 


Physical examination (percussion, apical impulse, etc.) .. 101 50 


Six-foot films of chest 


Cardiac hypertrophy or dilatation at autopsy 


Number of autopsies 
Increased heart weight ; 
(Above 300 gm. in men, 250 gm. in women) 
Elevated blood pressure (atherosclerosis) 
Systolic and diastolic 
Systolic only rar Ree ere 
Hypertensive cardiovascular disease 
Murmurs 


Sclerosis Infarct 
Aortic—systolic 34 6 
Mitral—systolic 28 20 


Tympanitic second 
sounds at aortic arca . 11 


Aortic—diastolic 6 
Mitral—diastolic 6 
Systolic thrill—mitral 6 
Systolic thrill—aortic 6 
Weak heart sounds 6 
Others : 6 


Pathologic findings (30 cases coronary sclerosis) 
Focal fibrosis—myocardium, epicardium, and endocardium 21 


Fat infiltration of myocardium 
Aortic stenosis 
Calcific aortic stenosis 
Rheumatic mitral valvulitis 
Thrombosis of pulmonary artery 
Extrasystoles (premature beats) —clinical 
Auricular fibrillation—clinical 
Paroxysmal nocturnal dyspnea 
Cheyne-Stokes respiration 
Acute pulmonary edema 
Tachycardia 
Pulsus alternans 
Gallop rhythm 


45 
Zi 28 
30 36 
21 
84 Be 
62 20 
se 22 14 
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50 22 
30 36 
6 
3 
3 
3 
3 
34 
28 
11 
5 
6 
6 
6 
5 





Myocardial Infarction Cases 
Review of the 67 patients with myocar- 
dial infarctions shows that 25 had definite 
episodes which were diagnosed clinically. 
All of these died immediately, or within 
forty-eight days after the attack. In each 
of these cases, there was autopsy con- 
firmation of a recent infarct. In 17 pa- 
tients, there was an acceptable clinical 
history of an acute myocardial infarct 


preceding admission to the Nursing 
Home. Eleven patients had clinical at- 
tacks of acute myocardial infarction in 
the Home with survival. In 5 patients 
who died shortly after the attack, a clin- 
ical diagnosis of myocardial infarction 
was made, but permission for postmor- 
tem examination was denied. About half 
the patients who developed acute myo- 
cardial infarction died shortly after the 
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TABLE 4 
CAUSE FOR ADMISSION IN 67 PATIENTS WITH 
MYOCARDIAL INFARCTION 





Number 
cases 





Cerebrovascular accident (thrombosis) 11 
Cerebral embolism following infarct—3 
Congestive heart failure preceding onset 


of infarct 1] 
Coronary atherosclerosis . 10 
With Cheyne-Stokes respiration—5 
Generalized atherosclerosis 8 
Obesity 8 
With diabetes—3 
Amputee 5 


Nondiabetic—3 

Diabetic—2 
Postmyocardial infarct 
Basal ganglia disease 
Guillain-Barré syndrome 


Nm ww 





attack. Nine patients had evidence of a 
remote or silent infarct at autopsy. 

The immediate cause of death in one- 
half of the 36 patients with mvocardial 
infarction who were studied post mortem 
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was the infarct per se or a complication 
thereof—that is, pulmonary embolism or 
bronchopneumonia. The exact mechan- 
ism causing death was not determined in 
14 patients. Three patients died of pul- 
monary embolism following complete 
recovery from the acute infarct. Another 
patient in this category died after de- 
velopment of a saddle embolus. 

In table 4 are listed the principal rea- 
sons for which patients in the myocardial 
infarction group were admitted to the 
Nursing Home. The vast majority had 
a disorder of the vascular tree, such as a 
cerebrovascular accident, congestive fail- 
ure, coronary or generalized atherosclero- 
sis, and so on. With the exception of 
cerebrovascular accidents, vascular con- 
ditions are not a frequent cause for ad- 
mission to a hospital for chronic dis- 
eases.! No doubt the high incidence of 
disabling vascular conditions in the in- 
farction series signifies a marked pre- 
dilection of these patients for vascular 
insufficiencies of various types. 
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AN ARTERIOSCLEROTIC plaque on the occipital artery caused a patient 
to hear head noise, interpreted by the examiner as a loud harsh 
systolic murmur heard over the right occipital and mastoid areas. The 
plaque on the occipital artery produced a systolic murmur resembling 
the systolic murmur of aortic stenosis. The proximity of the lesion to 
the ear favored bone conduction that produced the bruit. The patient 
was aware of this noise and noted it to be synchronous with his heart 
beat. An arteriogram demonstrated a tortuous occipital artery with a 
sharply constricted area near the mastoid bone. Compression of the 
right jugular vein elicited no change in the sound, but occlusion of the 
right carotid artery obliterated the bruit for patient and examiner. The 
patient preferred to defer ligation of the occipital artery because the 
subjective sensation of a bruit was not intolerable. 





J. L. POPPEN and pb, J. LAFIA: Cranial bruit: unusual etiological factor. Lahey Clin. 
Bull. 9: 149-150, 1955. 
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Management of 


malignant serous effusions 


AUSTIN S. WEISBERGER, M.D., 
FREDERICK J. BONTE, M.D., 


and LEIF G. SUHRLAND, M.D. 
CLEVELAND, OHIO 


® Effusions due to metastatic malignant 
disease may occur in the pleural, peri- 
cardial, or peritoneal cavities. Clark has 
estimated that approximately 29 per cent 
of patients with malignancies develop 
significant effusions.' These may be 
caused by metastasis from any type of 
neoplasm but are most often encountered 
in the pleural space as a result of car- 
cinoma of lung or breast, and in the peri- 
toneal cavity as the result of ovarian 
carcinomas. Pressure phenomena from 
accumulation of fluid often require multi- 
ple paracenteses. Although onset of the 
effusion may be insidious, the fluid usually 
reaccumulates rapidly once it is with- 
drawn. In addition to the distress result- 
ing from fluid accumulation, such ef- 
fusions are often debilitating and are 
usually associated with a rapidly fatal 
course. However, symptomatic relief 
and, occasionally, significant prolonga- 
tion of life may be obtained with rel- 
atively simple measures. This report sum- 
marizes some of the methods available for 
management of malignant effusions. 


Pathologic Physiology 
Fluid accumulation in the pleural, peri- 
cardial, or peritoneal cavity is usually 
due to tumor implants on the serosal sur- 
faces of these cavities. The serosal sur- 
faces may become involved with implants 


AUSTIN S. WEISBERGER is associate professor of 
medicine, FREDERICK J. BONTE iS assistant professor 
of radiology. and LEIF G. SUHRLAND is a fellow in 
medicine at Western Reserve University School 
of Medicine, Cleveland, Ohio. 


Direct instillation of nitrogen mustard 
into malignant effusions involving the 
pleural, peritoneal, or pericardial cav- 
ities is as effective as radioactive gold 
in alleviating symptoms. Combined 
use of nitrogen mustard and radio- 
active gold may produce a higher 
percentage of remissions. Direct in- 
stillation of nitrogen mustard is 
recommended as the treatment of 
choice, but if this is unsuccessful, it 
should be followed by use of radio- 
active colloidal gold. 


by lymphatic or hematogenous dissemi- 
nation or by direct spread from con- 
tiguous structures. In addition, involve- 
ment of regional lymph nodes by tumor 
may interfere with lymphatic or venous 
drainage resulting in either a chylous or 
serous effusion. Similarly, mechanical in- 
terference with thoracic duct drainage 
may also produce chylous effusions. Such 
effusions are not apt to respond to treat- 
ment directed only at the serosal sur- 
faces and undoubtedly contribute to some 
of the failures with this type of therapy. 

The mechanism by which effusions are 
produced following implantation of 
malignant tumors on the pleural, peri- 
cardial, or peritoneal surfaces is not well 
understood. The visceral pleura nor- 
mally produces a serous fluid which lubri- 
cates the pleural surfaces and a few cubic 
centimeters of this fluid are usually pres- 
ent. Both visceral and parietal pleuras 
absorb fluid so that, if larger amounts are 
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produced, they will be absorbed as long 
as most of the pleura remains free of 
disease. It has been postulated that large 
effusions occur when the pleural surface 
is so involved by a pathologic process 
that there is impaired absorption as well 
as increased production of fluid.* Such a 
mechanism does not, however, explain 
the large effusions which may follow di- 
rect extension of tumor into the pleural 
cavity in a limited area. Such effu- 
sions may result from an irritative phe- 
nomenon. 

It is not always possible to be certain 
that fluid accumulations come from neo- 
plastic disease. Transudates may occur, 
instead of exudates, following venous or 
lvmphatic obstruction. These must be 
differentiated from those accompanying 
congestive failure or hypoproteinemia. 
An exudative type in patients with 
known malignant disease is usually con- 
sidered to be caused by tumor implants 
on serosal surfaces, but may be due to 
inflammatory disease. Furthermore, the 
criteria employed to distinguish tran- 
sudates from exudates are not highly re- 
liable.* Although the specific gravity and 
protein content of neoplastic exudates is 
generally higher than that of transudates, 
there is such an overlap that these de- 
terminations do not furnish conclusive 
evidence for or against the malignant 
character of an effusion in any single 
patient. Total and differential cell counts 
of effusions have also been found to be 
unreliable. Phillips and McDonald were 
able to demonstrate malignant cells in 
only 19 of 46 patients with known malig- 
nant effusions.’ Absence of malignant 
cells in cell blocks prepared from an ef- 
fusion, therefore, does not rule out a 
neoplastic etiology. In practice, therapy 
directed at the serosal surfaces is usually 
started whenever malignant cells can be 
demonstrated in an effusion or whenever 
fluid with a high specific gravity or high 
protein content is obtained in a patient 
with known neoplastic disease. Chylous 
effusions and effusions with low specific 
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gravity in which tumor cells are not iden- 
tified are usually considered to be caused 
by lymphatic or venous obstruction 
rather than by tumor implants and are 
treated accordingly. 


Methods of Therapy 


Present therapy for malignant serous ef- 
fusion consists of use of three agents— 
x-ray irradiation, radioactive isotopes, 
and nitrogen mustard derivatives. These 
methods will be discussed in turn. 


X-RAY THERAPY 

Until recent years, the only preventive 
measure for reaccumulation of neoplastic 
effusions was radiation therapy. In pa- 
tients with malignant pleural effusions, 
radiation is given to the appropriate half 
of the thorax through 2 or 3 large fields, 
usually with x-ray generators operating 
in the range of 200 to 250 KV.‘ A central 
tissue dose of from 1,500 to 2,500 roent- 
gens may be administered over a period 
of approximately three weeks. This 
method of therapy may be employed in 
controlling production of fluid when 
caused by either mediastinal obstruction 
or tumor implants. 

Similar therapy is used to control peri- 
cardial effusions. Control of ascites from 
peritoneal tumor implants requires radia- 
tion to the abdomen utilizing 4 to 8 large 
fields. A tumor dose of 1,500 to 2,500 
roentgens may be delivered over a pe- 
riod of from two to four weeks. Although 
such courses of therapy are often ef- 
fective in controlling further develop- 
ment of ascites, the irradiation of such a 
large volume of tissue is often poorly 
tolerated by the patients. Radiation sick- 
ness can be a limiting factor in these pa- 
tients, and the requirement of continuing 
therapy over several weeks prolongs the 
attendant discomfort. Other methods of 
therapy are therefore preferred. 


THERAPY WITH RADIOACTIVE ISOTOPES 


A variety of radioactive isotopes, usually 
in the form of colloidal suspensions, has 





been employed in the therapy of malig- 
nant effusions. Miiller® first introduced 
this technic in 1949 with intracavitary use 
of radioactive zinc, Zn**. In 1950 Miiller® 
reported on the clinical effectiveness of 
radioactive colloidal gold, Au’®*. Since 
then several investigators have confirmed 
the clinical value of intracavitary Au’®® 
and it has received extensive applica- 
tion.7"° Other radioactive substances 
which have received clinical trial include 
iodinated serum albumin, I'*!, and col- 
loidal chromic phosphate, P**. The 
first was found to be too readily diffus- 
ible; the latter difficult to standardize. 

The use of radioactive colloidal gold 
offers several advantages over x-ray 
therapy. The direct instillation of this 
substance in a fluid media allows disper- 
sion of the radioactivity over the serosal 
surfaces. The radiation is confined and 
selective so that there is less damage to 
normal tissue. Radiation sickness is not 
an appreciable factor and the therapy is 
usually well tolerated. Furthermore, col- 
loidal gold is administered in one treat- 
ment, obviating the discomfort caused by 
weeks of external x-ray therapy. 

When colloidal gold is introduced into 
a serous Cavity, it is deposited rapidly and 
fixed in a relatively superficial position 
over the serous surface. Phagocytosis of 
gold particles by macrophages may aid 
in the fixation of the colloid. It has been 
demonstrated that the colloidal particles 
adhere in clumps to the pleural or peri- 
toneal surface and soon acquire a cover- 
ing of fibrin.'® Very little of the material 
enters the lymphatic or vascular systems. 
Those colloids which enter lymphatic 
channels are deposited in regional nodes, 
while the colloid which enters the blood 
stream is deposited throughout the retic- 
uloendothelial system. 

The mechanism by which radioactive 
colloidal gold produces a beneficial effect 
is not clearly understood. The decrease 
in fluid formation has been attributed to 
irradiation of the tumor nodules on the 
serosal surfaces. However, emanations 


from Au’®s have low tissue penetration 
and it is difficult to attribute the improve- 
ment entirely to the effect of radioactiv- 
ity on tumor particles. The tissues af- 
fected by radioactive gold are principally 
those reached by the beta particle, which 
has an energy of 0.98 mev. peak and will 
traverse about 1 mm. of tissue. Minor ad- 
ditional dosage is contributed to deeper 
tissues by gamma photons of 0.12 to 0.41 
mev. energy. It is apparent that the prin- 
cipal beneficial effect of colloidal gold is 
achieved by the effect of the beta par- 
ticles upon the serosal surface in general 
and also upon small tumor implants. It 
has been suggested that nonspecific ser- 
osal or subserosal fibrosis may contribute 
to the decreased fluid formation.** One 
would not expect large tumor masses to 
be affected and clinically they are not. 
Free tumor cells, however, do disappear. 

Special facilities are required to admin- 
ister radioactive colloidal gold. The var- 
ious technics employed are described in 
detail in reports on use of this isotope in 
treatment of malignant effusions.’-° The 
amount of Au?®® employed has usually 
been in the vicinity of 50 millicuries to 
the pleural cavity and 100 millicuries to 
the abdomen. These dosages will deliver 
approximately 1,500 to 2,500 r.e.p. to the 
appropriate cavities. The quantity of 
radiation is thus about the same as is de- 
livered during a course of deep x-ray 
therapy. Results in the literature to 
date*-!* indicate that approximately one- 
half to two-thirds of all patients treated 
with intracavitary colloidal gold are bene- 
fited either by cessation of fluid forma- 
tion or by a definite decrease in the rate 
of formation. This type of therapy is 
effective in a wide spectrum of tumors 
but is most effective against ovarian car- 
cinoma implants. Terminal patients do 
not appear to receive significant benefit 
from this form of therapy. Thus many 
failures have been in patients who sur- 
vived less than a month after therapy. 

In many patients, therapy with radio- 
active gold apparently does not prolong 
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life even though symptomatic relief is ob- 
rained. However, survivals up to three 
years or more have been reported in sev- 
eral cases in which therapy was insti- 
tuted because of intractable fluid accumu- 
lation. It therefore seems likely that this 
therapy prolongs life in some patients. 
Radioactive colloidal gold may be ad- 
ministered to the same patient on more 
than one occasion, provided a suitable 
time interval is allowed to elapse. Thus 
a second injection of Au'®® may be ad- 
ministered in the same cavity if a relapse 
occurs after six months or more. Sim- 
ilarly Au’®* therapy may be employed in 
a second cavity if fluid from metastatic 
disease accumulates several months after 
successful initial therapy. Hematopoietic 
depression, however, may occur and 4 
cases of aplastic anemia occurring after 
radioactive gold therapy have been re- 
ported by Botsford.*° Previous courses 
of radiation therapy, marrow depletion 
by metastatic lesions, and decreased mar- 
row activity from neoplastic disease may 
contribute to hematopoietic complica- 
tions. These factors must be evaluated in 
each patient before initial therapy as well 
as when retreatment is considered. 
Although direct instillation of colloidal 
radioactive gold is effective in decreas- 
ing or eliminating reaccumulation of 
fluid in a significant number of patients, 
there are several disadvantages connected 
with its use. Special facilities are required 
for clinical application and it is difficult 
to handle. It has a short half-life of two 
and one-half days, so that it is not always 
available and it is expensive to the pa- 
tient. Radioactive gold must be ordered 
when therapy is decided upon and must 
be used almost immediately after it is 
received. Approximately a week is re- 
quired for shipping and handling the col- 
loidal gold. In addition, the gamma 
emanations of Au’®® represent a potential 
radiation hazard to the patient, doctors, 
and nurses, as well as to other hospital 
personnel. Routine use of colloidal radio- 
active gold is therefore not feasible in 
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most hospitals. A simpler type of therapy 
which is more available and more easily 
applied is desirable. The nitrogen mus- 
tards meet most of these requirements. 


THERAPY WITH NITROGEN MUSTARD 
DERIVATIVES 


It has been demonstrated by several in- 
vestigators*!~*° that intracavitary instilla- 
tion of nitrogen mustard or its derivatives 
into malignant effusions is effective in de- 
creasing or eliminating the reaccumula- 
tion of fluid. Furthermore, the results 
with nitrogen mustard are fully as good 
as those obtained with radioactive col- 
loidal gold therapy.*° 

The nitrogen mustards are a group of 
chemotherapeutic agents which are ac- 
tive inhibitors of mitosis and cell division. 
In many respects, these compounds are 
radiomimetic in effect.*° They are espe- 
cially active in producing changes in 
rapidly proliferating tissue and in caus- 
ing regression in certain types of neo- 
plasms. This effect on neoplastic cells is 
nonspecific and probably reflects the sus- 
ceptibility of rapidly dividing cells to 
these compounds. Systemic therapy with 
nitrogen mustard, HN,, triethylene 
melamine, TEM, and thiophosphoramide, 
thio-TEPA®, has been clinically effective 
in treatment of certain malignancies such 
as Hodgkin’s disease, lymphosarcoma, 
and bronchiogenic carcinoma. These 
compounds, however, have been ineffec- 
tive in treatment of most other malignan- 
cies. Direct intracavitary instillation of 
these compounds into malignant effusions, 
however, has been effective in decreas- 
ing or eliminating reaccumulation of 
fluid in tumors which do not usually re- 
spond to systemic administration of these 
drugs. It may be presumed that the effec- 
tiveness of this form of therapy is due 
to the high local concentration of the 
mustards in direct contact with the malig- 
nant tumor implants on serosal surfaces. 
Thus, the local concentration of these 
compounds following intracavitary ad- 
ministration may be sufficiently high to 











rig. 1. A. Large left pleural effusion in a 61-year-old white woman with lymphoblastic lymphosar- 
coma, before treatment. B. Same patient tavo years after intracavitary instillation of nitrogen 
mustard. Effusion has not recurred. 


be cancerocidal, whereas the systemically 
administered mustards are sufficiently 
diluted by body fluids so as to be ineffec- 
tive. Larger doses of the mustards cannot 
be given systemically since these com- 
pounds are toxic to hematopoietic tissue. 
In contrast to the technics required for 
radioactive colloidal gold therapy, the 
administration of mustards such as HN. 
is relatively simple. Approximately one- 
half to two-thirds of the fluid present is 
removed by paracentesis and the HN, is 
then introduced through the same needle. 
The HN, should be injected slowly by 
syringe, using repeated aspirations to 
demonstrate a free-flowing communica- 
tion. It is not desirable to attempt injec- 
tion of HN. if fluid cannot be aspirated 
into the syringe. This precaution is 
necessary because of the pain and necrosis 
resulting when HN, is injected outside of 
an endothelial-lined cavity. Following in- 
tracavitary administration, the remainder 
of the fluid may be removed in twenty- 
four to thirty-six hours and the patient 
followed for signs of reaccumulation. 


The usual dose employed has been 0.4 
mg. per kg. body weight administered 
in one treatment. Systemic manifesta- 
tions are much less severe than those oc- 
curring when HN, is administered intra- 
venously and, as a rule, little or no 
leukopenia develops. Considerably larger 
doses of intracavitary HN.—0.6 mg. per 
kg. body weight or more—probably can 
be administered safely and may be more 
effective. The nausea and vomiting after 
intracavitary injection are usually read- 
ily controlled by sedation and by chlor- 
promazine or promethazine. Pain is rare 
following intrapleural injection, but 
transient discomfort is common follow- 
ing intraperitoneal injection. The dis- 
comfort may be accompanied by nausea, 
vomiting, and diarrhea but these symp- 
toms subside rapidly. No other side ef- 
fects have been encountered and the 
therapy in general is well tolerated. 

The results obtained at the University 
Hospitals of Cleveland with HN, therapy 
compare favorably with those obtained 
using radioactive colloidal gold. Of 60 
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Fic. u. A. Moderate right pleural effusion in a 71-year-old white patient with metastatic adeno- 
carcinoma of unknown origin. B. Film made fourteen months after instillation of 50 millicuries 
of colloidal Au'9’. Effusion is somewhat larger, with considerable pleural scarring, and pleural 


metastasis has occurred. 


patients receiving radioactive gold, 37, 
or 60 per cent, exhibited significant im- 
provement. In comparison, 30 of 45 pa- 
tients, or 67 per cent, treated with intra- 
cavitary HN, were significantly im- 
proved, as shown in table 1. There was 
no significant difference in results ob- 
tained in the pleural cavities and those in 
peritoneal cavities. Results in the few pa- 
tients treated for pericardial effusions 
were uniformly good, possibly because 
the relatively limited space permits higher 
concentrations of the therapeutic agents. 

Both radioactive gold and HN, were 
effective in a wide variety of tumors. 
Intracavitary HN. was highly effective 


TABLE | 
COMPARISON OF RESULTS WITH INTRACAVITARY 
AU!98 AND NITROGEN MUSTARD 





Number Number Per cent 


Therapy treated improved improved 
Radioactive gold 60 37 60 
Nitrogen mustard. . .45 30 67 
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in treatment of effusions due to meta- 
static breast or ovarian carcinomas, as 
shown in table 2. Intracavitary radioac- 
tive gold was most effective in treatment 
of metastatic ovarian carcinoma. The ex- 
perience with Au'®* for metastatic breast 
carcinoma was limited to 6 cases, so that 
data were too small for comparison. 
Prolonged remissions were obtained in 
some patients with either form of ther- 
apy, as shown in table 3. One patient with 
a pleural effusion from lymphoblastic 
lymphosarcoma was treated with intra- 
cavitary nitrogen mustard and has had 
no recurrence of fluid in twenty-four 
months, as shown in figure I. Figure II 
demonstrates the effect of Au’®® in con- 
trol of an effusion from metastatic adeno- 
carcinoma of unknown origin. Intra- 
cavitary radioactive gold was effective in 
relieving symptoms for fourteen months. 
Most of the patients who failed to re- 
spond to either radioactive gold or HN, 
therapy were in the terminal phases of 
their disease. Thus 10 of 15 patients who 





aA ann = es A 


nr = 


~, 








ric. 1. A. Posterioanterior chest film of a 51-year-old Negro man with carcinoma of right lung 
and complete collapse. Huge cardiac silhouette, visible only on the left, caused by massive peri- 
cardial effusion of malignant origin. B. Five months after combined colloidal gold and nitrogen 
mustard therapy to pericardium, cardiac silhouette has returned to normal size. There was pro- 
nounced symptomatic relief. 


failed to respond to intracavitary HN, 
died within one month after therapy was 
instituted. Treatment did not appear to 
alter the progress of the disease. The find- 
ings with radioactive gold were similar." 

Preliminary experience with successive 
instillation of HN. and radioactive col- 
loidal gold suggests that combined use 
of these agents may be effective in pa- 
tients refractory to either one alone. Fig- 
ure III shows that a remission may be 
obtained with the intracavitary use of 
HN, when Au’® is ineffective. Similarly, 
patients who continue to have fluid ac- 
cumulation may subsequently respond to 
radioactive gold therapy. Since HN, is 
easier to administer and is as effective as 
Au’®, it is the practice at University 
Hospitals to institute therapy with HN. 
and to use Au’®® later if a satisfactory 
remission is not obtained. 

Bateman and his associates have ob- 
tained comparable results with the intra- 
cavitary use of thio-TEPA.”® 


TABLE 2 
COMPARISON OF RESULTS WITH RADIOACTIVE 
COLLOIDAL GOLD AND NITROGEN MUSTARD 





Intracavitary therapy 


Radioactive gold Nitrogen mustard 





Typesof Number Im- Number Inn- 

malignancy treated proved treated proved 

Breast 4 2 14 . bl 

Ovary 39 25 11 10 

Lymphoma .. 2 Z 6 3 

Others 13: 26 15 8 14 6 
TABLE 3 


DURATION OF IMPROVEMENT 





Radioactive gold Nitrogen mustard 


A 





Months Living* Dead ~.Living* Dead 








2t0o 5 2 16 12 6 
6to 12 3 9 6 2 
13 to 24 1 4 3 0 
> 24. 2 0 1 0 





*These patients are alive and continue to be in 
remission, insofar as their effusions are con- 
cerned, at the time of this report. 
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The best results were obtained with 


effusions due to metastatic breast or 
ovarian carcinomas. Thio-TEPA has the 
advantage of having fewer side reactions 
than HN, and apparently can be admin- 
istered as an office procedure. However, 
multiple injections of thio-TEPA, as well 
as combined parenteral therapy, seem to 
be required to yield results as good as 
those obtained with a single injection of 
HN.. Furthermore, thio-TEPA does not 
appear to be as effective as HN, in as 
wide a spectrum of neoplastic disease. In 
contrast to HN, it is reported that thio- 
tepa is ineffective if Au’®* is used first. 
No data on the long-term results of thio- 
TEPA therapy are available. 


Conclusions 
The therapeutic results with present 
technics are sufficiently good so that all 
patients should receive some form of 
therapy as soon as the diagnosis is estab- 





lished. Relief of symptoms and_ pro- 
longed survival is possible, especially if 
the tumor implants are not too extensive 
when therapy is instituted. 

The direct instillation of nitrogen mus- 
tard into malignant effusions is as effec- 
tive as radioactive colloidal gold in de- 
creasing or eliminating fluid accumula- 
tion. Nitrogen mustard is easier, safer, 
and simpler to administer. No special 
facilities are required, it is always avail- 
able, and it is less expensive than radio- 
active gold. The side effects of nitrogen 
mustard are relatively mild and transient. 

It is recommended that intracavitary 
nitrogen mustard therapy be employed 
initially. Therapy with radioactive gold 
may be initiated later if nitrogen mustard 
does not produce the desired result. 

This investigation was supported in part by 
the Price-McKinney Fund, and in part by the 
Western Reserve University Atomic Energy 
Commission Contract No. W-31-109-eng.-78. 
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Complications of phenylbutazone 


in treatment of thrombophlebitis 


GERALD H. PRATT, M.D. 
NEW YORK, NEW YORK 


@Thrombophlebitis, a common condi- 
tion in the geriatric patient, is so resistant 
to therapy and its treatment varies so 
greatly that the medical profession 
accepts gladly any substance which may 
play a part in its control. Recent reports 
have advocated the use of phenylbuta- 
zone in the treatment of acute phlebitis. 
In this paper we shall report the thera- 
peutic results of this drug in a series 
of 39 patients with thrombophlebitis 
from the Vascular Clinic of St. Vincent’s 
Hospital in New York City. 


Pharmacology 
Phenylbutazone is an analgesic, anti- 
phlogistic drug which has been used 
therapeutically in rheumatic and arthrit- 
ic lesions since 1951. It appears to have 
some specific effect on the inflammatory 
lesions in and around the joints, such 
as acute gout and acute rheumatic 
arthritis. It has not had a similar action 
on the joint lesions of the degenerative 
type. The drug affects the water balance 
as well as the concentration of the elec- 
trolytes. The sodium and chloride ions 
are held in the body when the drug 
is ingested,’ resulting in water retention, 
a decrease in urinary output, and a 
subsequent gain in weight—this weight 
being the retained fluid. The excretion 
of potassium is apparently not affected. 
Glomerular filtration is not deranged 


GERALD H. PRATT is associate clinical professor of 
surgery, New York University College of Med- 
icine, and chief of the Vascular Clinic, St. Vin- 
cent’s Hospital, New 'York City. 


Thrombophlebitis is a common af- 
fliction which varies greatly in its 
course. Since the standard therapeutic 
measures are time-consuming and not 
always satisfactory, search has been 
made for a simple remedy applicable 
in all cases. This study was undertaken 
to test the efficacy of phenylbutazone 
in the treatment of thrombophlebitis. 
Because of the complications and 
equivocal results encountered, the 
drug seems to be too dangerous to be 
advocated for therapy. 


by the drug, at least according to the 
creatinine-clearance tests.? The retention 
of the water and salt apparently is 
effected by a reabsorption of water by 
the kidney tubules.’ 


Toxicity 
This drug has been proved to be toxic 
to certain individuals. It has several types 
of side effects, which occur in 30 to 50 
per cent of those taking the drug.* * The 
most serious of these are agranulocytosis 
and thrombocytopenia.** There have 
been at least 12 fatalities reported from 
use of the drug, and 5 of these occurred 
with an agranulocytosis.* ° Other causes 
of death include perforated duodenal ul- 
cer, bleeding from a gastric ulcer, a hy- 
persensitivity reaction with exfoliative 
dermatitis, and a serious hypersensitivity 
with angiitis.*: 1° 1" A death from gas gan- 
grene of the lumbar muscles was re- 
ported, but the connection between the 
drug and gas gangrene was not proved."° 
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Although toxic manifestations have been 
reported in over 30 per cent of patients, 
only 10 to 12 per cent of these have 
been so severe that it was necessary to 
discontinue the drug. 

The main toxic manifestations may be 
listed as follows: 


1. Bone marrow or blood changes. Two 
per cent of those taking the drug have some 
changes in their blood or bone marrow. 

2. Gastrointestinal signs. Twelve to fifteen 
per cent of patients have nausea, burning, or 
activation of ulcer signs. Transient hepatitis 
has been reported. 

3. Edema. Twelve to fifteen per cent of 
those treated have shown some edema. This 
can be controlled in part by a low-salt diet 
but sometimes this control is difficult or im- 
possible to achieve. 

4. Skin changes. Five per cent of patients 
had skin reactions. 

5. Others. Most of the other reactions have 
been of a sensitivity type. These include hem- 
aturia, glandular reactions, stomatitis, and 
so on. 


With the reduced dosages used re- 
cently, the number of toxic reactions 
have decreased somewhat. The reactions 
occur between the first and the twelfth 
week of treatment. 


Phenylbutazone in Thrombophlebitis 


Various investigations have reported 
that thrombophlebitis of various types 
will respond to therapy with phenyl- 
butazone.’*""* Others have questioned 
whether these good results could not be 
attributed to a spontaneous subsidence 
of the inflammatory venous condition 
or to the analgesic effect of the drug 
alone. 

In an effort to assay the value of this 
drug in inflammatory vein lesions, 39 
patients were selected for study in the 
Vascular Clinic at St. Vincent’s Hospi- 
tal. Although this number was small, 
the patients were representative and had 
typical phlebitic lesions, and the small 
size of the group allowed thorough 
study and analysis. Roentgenograms 
were made of all patients before therapy 
to determine arthritis and rheumatic 
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changes in bones and joints. A complete 
blood count was made before therapy 
and on the third and seventh days there- 
after. Blood urea nitrogen and sedimen- 
tation rate were computed at similar 
intervals. The patient’s weight was fol- 
lowed daily. Skin temperature readings 
were taken in a thermostatically con- 
trolled room. Each patient was examined 
daily and subjective and objective find- 
ings determined and recorded. 

In addition, the type of the throm- 
bophlebitis was noted, as well as pre- 
vious therapy and the patient’s response 
to it. The patients then were placed upon 
phenylbutazone, 100 mg. three times a 
day for two days and then 100 mg. 
twice a day for a minimum of three 
days, unless the drug had to be dis- 
continued. 


Results of Study 
The findings of the study were recorded 
under the following headings: 


ETIOLOGY AND TYPE OF THROMBOPHLEBITIS 


The causes for the thrombophlebitis 
varied. The lesion was classified as a 
deep thrombophlebitis in 12 patients. 
Of these 12, 4 had had an acute throm- 
bosis and 8 had recurrent active symp- 
toms from a previous episode or attack. 
In 8 patients, the lesions followed an 
operation, and in 4, the cause was un- 
known. The disease was classified as a 
superficial thrombophlebitis in 27 pa- 
tients, and in all of these was of the 
acute type. In six, the condition was 
chemical in origin and followed some 
type of vein injection. Two followed 
operative infusions, 1 in the upper arm 
and 1 in the leg, and the others followed 
a sclerosing solution injection given for 
varicose veins. Of the remaining 21, 14 
were postoperative and 7 were of spon- 
taneous origin. 


PREVIOUS THERAPY 


Twenty-seven patients had had no pre- 
vious therapy. Seven had been treated 





with warm packs and soaks and 5 of 
these had also had anticoagulant therapy. 
Two in the group had been treated 
with trypsin intramuscularly without 
apparent benefit. 


SYMPTOMS 


Swelling and pain were the most com- 
mon symptoms, affecting 33 and 30 of 
the patients, respectively. Twenty-seven 
patients had redness of the involved limb 
and 19 had a febrile reaction above 
100.4°. A leukocytosis of more than 
3,000 white blood corpuscles above 
normal was present in 28 patients, indi- 
cating the reaction to the inflammatory 
phase of the disease. 


DOSAGE 


The dosage of the drug varied from 
600 to 6,200 mg., with an average of 
2,600 mg. for inpatients and 3,725 mg. 
for outpatients. The drug was given 
from three to thirty days in this group, 
with ten days as the average period of 
treatment. 


LABORATORY FINDINGS 


Leukopenia developed in 4 of the 39 
patients. One patient became anemic 
with recovery after cessation of the drug. 
A second course of drug therapy again 
produced an anemia. The other 34 pa- 
tients showed no appreciable change in 
their blood picture with the dosage used. 
The sedimentation rate showed no 
change other than the decrease that can 
be expected with any improvement of 
the disease. There were no significant 
blood chemistry changes in any of these 
patients. The skin temperature readings 
changed only with improvement in the 
disease and, as far as could be deter- 
mined, did not vary with administra- 
tion of the drug. 


TOXIC MANIFESTATIONS 


Purpuric spots developed in 1 patient 
after one week of therapy and the drug 
had to be discontinued. One patient 


showed severe edema at the end of the 
eighth day. Another patient experienced 
perforation of a gastric ulcer on the 
twentieth day after receiving 4,000 mg. 
of the drug. There had been no previous 
active ulcer symptoms in that patient. 
One patient had allergic hives on the 
eighth day. The 5 patients with changes 
in the blood picture have been described. 
The other 30 patients showed no toxic 
or untoward reactions to the medication 
except for the 6, or 15 per cent, who 
had edema. 


IMPROVEMENT 

It is difficult to analyze critically the 
results of any such tests, since improve- 
ment cannot be determined by any one 
objective or subjective finding. It appears 
that any such analysis, therefore, must 
be based upon both objective and subjec- 
tive responses combined with a deter- 
mination of whether the disability was 
shortened. This is still a rough criterion 
and certainly subject to error. 


NOTICEABLE IMPROVEMENT 


Using such a wide interpretation of re- 
sults, we could report improvement in 
12 of the 39 patients, or 30 per cent. 
This improvement could not be correlat- 
ed with treatment of one particular type 
of phlebitis, nor with dosage of the drug. 
For example, improvement was found in 
2 patients in two days; in another, no 
improvement was seen until the eighth 
day; and in still another, there was no 
improvement until the thirtieth day, 
after a total of 6,200 mg. had been ad- 
ministered. In 9 of the 12 patients, how- 
ever, improvement occurred within 
three days. 


SLIGHT IMPROVEMENT 


Five patients were considered to show 
slight improvement. These patients 
showed gradual resolution of their phle- 
bitis in seven, eight, nine, ten, and 
twenty days respectively. It is obvious 
that this group cannot be considered 
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as having had their phlebitis respond 
specifically to the drug. 


NO INI PROVEMENT 


Twenty-two of the 39 patients, or 54 
per cent, showed no demonstrable im- 
provement. Included were those with 
superficial and deep inflammatory phle- 
bitis as well two with chemical 
phlebitis. With these patients must be 
placed those who developed complica- 
tions. Thus, out of the 22 patients who 
did improvement, 9, or 24 
per cent, were made worse and 5 showed 
dangerous complications — perforated 
ulcer, allergy, and blood count changes. 


as 


not show 


Conclusions 


In correlated studies of the 
treatment of acute thrombophlebitis with 
phenylbutazone, 12 of 39 patients, or 
30 per cent, showed noticeable improve- 
ment in their symptoms on administra- 
tion of this drug. Nine of these showed 
the good effect within three days. Five 


closely 


other patients showed slight improve- 
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ment, but not enough for the drug to be 
considered specific. Twenty-one, or 54 
per cent, did not improve clinically at a 
rate more rapid than would have been 
expected without any specific drug 
therapy. 

Nine, or 24 per cent of the patients, 
showed complications from the therapy. 
In 5, complications were serious enough 
so that the therapeutic test was discon- 
tinued. 

If phenylbutazone is used for treat- 
ment of thrombophlebitis, it should be 
discontinued in forty-eight to seventy- 
two hours if no great benefit is discerned. 

It appears that the effect of the drug 
in thrombophlebitis is analgesic and not 
specific, at least in the dosages used in 
this test. Use of this drug seems par- 
ticularly contraindicated in the aged. 

From the Surgical Service and Vascular Clinic 
of St. Vincent’s Hospital and New York Uni- 
versity College of Medicine, New York City. 
The study was aided by a grant from Geigy 
Pharmaceuticals. 

The phenylbutazone'used in this study was in 
the form of Butazolidin, manufactured by Geigy 
Pharmaceuticals, New York. 
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The distinctive nature of bacterial 


endocarditis 1n patients over 50 
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® Bacterial endocarditis in patients over 
50 has not been stressed sufficiently. A 
review of several series of patients with 
bacterial endocarditis previously reported 
in the literature shows that 20 per cent 
of such cases occur in patients who have 
passed the age of 50, as shown in table 
1.'*'! The problem has become important 
clinically because of the increasing pro- 
portion of older people, the recent de- 
velopments in chemotherapy, and the in- 
creased incidence of resistant bacteria. 

Bayles and Lewis noted that  insuf- 
ficient attention was paid to subacute 
bacterial endocarditis in those over 40." 
They concluded that the clinical features 
are essentially the same as those in 
younger patients, but less accentuated. 
Congestive heart failure and azotemia are 
more common; demonstrable bacteremia 
is less common. 

Zeman and Siegal emphasized the im- 
portance of acute endocarditis in the 
aged because of the increasing propor- 
tion of older people in the population as 
well as the future promise of therapy." 
They noted that acute bacterial endo- 
carditis may complicate any infectious 
disease in old people. It should be con- 


JACQUES B. WALLACH a7id ALFRED A. ANGRIST are 
both on the faculty of Albert Einstein College 
of Medicine—Dr. Wallach as assistant professor 
of pathology and Dr. Angrist as professor and 
chairman of the department of pathology. Ma- 
CELLIS GLASS a77d LESLIE LUKASH have both served 
at Queens General Hospital—Dr. Glass as ex- 
tern and Dr. Lukash as resident in pathology. 


The nature of bacterial endocarditis 
and its peculiarities in elderly patients 
is discussed in terms of the underlying 
valvular changes, the associated dis- 
eases, the nature of the responsible 
bacteria, the type of valvular vegeta- 
tions, and the role of bacterial endo- 
carditis in the mechanism of death. 


sidered as a diagnostic possibility in any 
febrile condition of the aged which is 
associated with bacteremia, and more so 
if there is no response to specific therapy. 
The course of the acute type of endo- 
carditis is fulminating and is often diag- 
nostically obscured because of prostra- 
tion of the patient, which tends to mask 
the symptoms. Subacute forms present 
greater diagnostic difficulties, but are 
identified correctly more often because 
patients are observed for a longer period. 
Zeman emphasized the diagnostic dif- 
ficulties in old people because of the 
presence of so many other diseases.'* He 
too noted that the frequent incidence of 
subacute bacterial endocarditis in the 
aged _is not generally appreciated, and 
that the incidence may be expected to 
increase with the growing number of old 
people. Traut and his coworkers con- 
cluded that active endocarditis is seldom 
found in a normal heart and that bacterial 
endocarditis is common in old age." 


Material and Methods 
As part of a larger study, a series of 8,676 
consecutive autopsies, performed on pa- 
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tients who died at Queens General Hos- 
pital from 1936 through 1950, was re- 
viewed.'*-** Of these, 509, or 5.9 per cent, 
were Classified as cases of rheumatic heart 
disease because they fulfilled certain cri- 
teria described elsewhere.'*-** One hun- 
dred and three cases of calcific aortic 
stenosis and 72 cases of doubtful origin 
were excluded from this category. 
Bacterial endocarditis was found in 82, 
or 16.1 per cent of the 509 subjects with 
rheumatic heart disease, designated as 
group I, and in an additional 47 subjects 
in whom the hearts did not meet the 
criteria for rheumatic heart disease, desig- 
nated as group II. This study is based on 
13 subjects in group I and 17 in group II 
who were more than 50 at time of death.*! 


Results 
Bacterial endocarditis superimposed on 
rheumatic heart disease was more often 
acute in the older subjects. Thus, in those 
with underlying rheumatic heart disease, 
bacterial endocarditis was acute in 7, or 
53 per cent, of 13 older persons but in 
only 14, or 20 per cent, of 69 younger 


persons. In those without underlying 
rheumatic heart disease, the endocarditis 
was acute in 13 of the 17 aged subjects, 
or 76 per cent, as compared to at least 
24 of 30, or 80 per cent, under 50. 

As might be expected, the underlying 
pathology was usually that most common 
in each age group. Thus, younger per- 
sons had underlying rheumatic, luetic, or 
congenital heart disease or lupus erythe- 
matosis, whereas older subjects most of- 
ten showed sclerotic changes in the 
valves. In the younger individuals, the 
disease occurred more often following 
dental manipulation or abortion, but, in 
the older subjects, it was found more 
frequently in the postoperative state. 
Acute endocarditis in those under 50 was 
associated with a severe primary infec- 
tion, such as lobar pneumonia or menin- 
gitis. In the aged the most common asso- 
ciated diseases were infection of the gen- 
itourinary system; bronchopneumonia, 
usually secondary; malnutrition; and dia- 
betes. The bacteria responsible in the 
older group were more commonly of the 
septic variety and frequently originated 





LABLE 1 
PATIENTS WITH BACTERIAL ENDOCARDITIS CLASSIFIED ACCORDING TO AGE 

—Over 50— 

Author Total cases Under 50 Number Per cent 
Blumer’ sty” = «<T 294 23 7 
Davis and Weiss* 47 ay 40 7 15 
Hedley* 118 a 100 18 15 
Bayles and Lewis' 42 a 21 at. 50 
Christian® . 150:d, cy 101 49 33 
Denman’ 50 a 45 5 z 
Gelfman‘ WS at «x 86 29 25 
Kelson and White* 250 Cc 220 30 12 
McDonald’ 196 a 152 44 22 
Clawson” 417 a 314 103 25 
Correll, Lubitz, and Lindert™ 70 c (48=a) 50: 20 28 
Wallach, Glass, Lukash, and Angrist I-82 a G9... : Bs is 16 
11-47 a 30 17 36 
SE hy chon ce ee 1901 1522 379 20 





*294 cases from the literature. 


tExcluded 6 cases over 59 “because of their age.” 
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{ a—autopsied cases 
+4 c—clinical cases 
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in the genitourinary system. Such valve 
lesions were often acute and ulcerative. 
Streptococcus viridans was the most fre- 
quent organism recovered in younger 
subjects, particularly in those with under- 
lying rheumatic heart disease. Thus valve 
lesions in this group were more often of 
the classical subacute bacterial variety. 
In younger individuals, especially in 
those with underlying rheumatic heart 
disease, bacterial endocarditis was the 
significant cause of the illness and death. 
However, in the aged group, the endo- 
carditis was often only an_ incidental, 
terminal lesion, contributing little to the 
clinical course or primary cause of death. 
Glomerular lesions were less common 
in the aged, a finding which has been 
discussed elsewhere.” One factor is the 
depression of sensitivity phenomena and 
inflammatory reaction in the debilitated 
patient with severe terminal infection. 


Discussion 


It is the connective tissue of the body that 
shows the aging process most dramati- 
caliy. On this score, it should be recalled 
that the metabolism of connective tissue 
is under the control of the secretions of 
the endocrine glands, particularly the 
adrenal hormones and __ testosterone, 
though others share in this effect. 

The heart valves are made up essen- 
tially of connective tissue in a differen- 
tiated state. A constant functional de- 
mand is placed upon them. Fibrous thick- 
ening is a common, if not invariable, 
change that occurs in all valves with ad- 
vancing years. Changes in endocrine func- 
tion, particularly adrenal function, that 
accompany aging can be expected to show 
effects on such connective tissue sites. 

These effects are seen best in states of 
stress. This stress may be additive as a 
result of prolonged, mild episodes or 
short, recurrent, severe episodes. Stress 
has been induced experimentally by ex- 
posing animals to high altitude, by pro- 
ducing A-V shunts, by injecting foreign 


protein material, by infection, and in 
many other ways. In many of these ex- 
periments, endocardial vegetations have 
been found in the test subjects. It is sig- 
nificant that such endocardial lesions 
were produced more readily and more 
consistently in older animals. During such 
experimentally induced stress, the adre- 
nals sometimes undergo hypertrophy. 
The aberration in the physiologic mech- 
anisms which maintain the metabolic sta- 
tus and the biochemical activity of con- 
nective tissue, particularly under stressful 
situations, offers a basis for understand- 
ing the nature and peculiarities of bacter- 
ial endocarditis. This applies to endocard- 
itis in general, as well as to the special 
features of the disease in older patients. 

Nonbacterial thrombotic vegetations 
occur more readily under conditions of 
stress, particularly in the aged. It has been 
shown that bacterial endocarditis repre- 
sents the infection of such vegeta- 
tions.” The specific nature of the re- 
sponsible bacteria and the duration and 
continuation of the abnormal response 
to stress determine whether the resulting 
valve lesions present the morphologic ap- 
pearance and clinical course of acute or 
subacute endocarditis. Nonbacterial 
thrombotic vegetations tend to occur on 
or in valves whose collagen has become 
fibrous and dense. Thus, in younger per- 
sons, rheumatic valvulitis is the most 
common underlying cause of such col- 
lagen change. With increasing years, the 
stress associated with degenerative proc- 
esses becomes more important as a cause 
of the underlying fibrous thickening of 
the Valve and the final devitalized col- 
lagen changes. This explains the more 
frequent absence of underlying rheu- 
matic, congenital, or luetic valve changes 
in aged hearts showing bacterial endo- 
carditis. Even when these underlying 
pathologic valve states are present, it is 
the superimposed nonbacterial throm- 
botic vegetations which become infected 
to initiate the bacterial endocarditis. 


~ 
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In addition to the valvular changes, the 
metabolic changes associated with stress 
may be accompanied by a breakdown of 


immunity, particularly in aged patients. 
This favors more frequent active and 
passive bacteremia as well as more local 
infected sites as sources of such blood 
stream invasion. Thus, the initial bland 
nonbacterial thrombotic vegetations have 
an increased opportunity for contamina- 
tion. This sequence of events accounts 
for the increased incidence of terminal 
bacterial endocarditis in elderly patients. 

It should be emphasized that the diag- 
nostic problems may become more dif- 
ficult because recent advances in therapy 
may decrease the frequency of bacterial 
endocarditis superimposed upon 
recognizable murmur-producing 
disease—that is, rheumatic, luetic, or con- 
genital disease—in older patients. The 
clinician will then be deprived of the 
characteristic pre-existing murmurs and 
helpful antecedent cardiac history which 


easily 
heart 
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have been stressed so much in the past. 
In addition, the proportion of cases of 
bacterial endocarditis superimposed upon 
purely senile changes in the valve colla- 
gen will increase by virtue of the greater 
number of older people. 

The clinical picture may be further 
clouded by the frequent occurrence of 
known concomitant, overshadowing, dra- 
matic diseases in this age group. In some 
aged patients, the lack of symptomatic 
reactivity to acute illnesses also helps con- 
fuse the picture. All of these factors 
contribute to the most common difficulty 
in diagnosis—the failure to suspect active 
bacterial endocarditis in the aged. With 
delay in diagnosis, the improper anti- 
biotics may be used or there may be in- 
sufficient dosage of the proper drug, thus 
permitting development of resistant 
strains of organisms. 

From the Departments of Pathology, Albert 


Einstein College of Medicine, Bronx Municipal 
Hospital Center, and Queens Hospital Center. 
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Psychiatric management of 


disturbed behavior in 


a home for the aged 
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® For the many old persons who cannot 
function in the community because of 
family rejection or social, economic, or 
physical limitations, homes for the aged 
provide a vital service. Most homes are 
expanding and attempting to develop 
new and better facilities to deal with the 
inevitable problems that arise from com- 
munal living. One of the most distressing 
of these problems is that of the “dis- 
turbed” resident. Most homes do not 
knowingly admit disturbed persons, but 
all have to face the problem of the per- 
son who becomes disturbed after admis- 
sion. Often there is an inclination to get 
rid of the problem by discharging the 
resident or transferring him to a mental 
hospital. But the conscientious adminis- 
trator, aware of what lies ahead for the 
patient in understaffed and overcrowded 
public mental hospitals, tries for a solu- 
tion within the home to the limits that 
this proves possible. 

Without going through a compendium 
of geriatric psychiatry, we can say that 
the “disturbed” person is an unhappy, 
anxious, confused person whose be- 
havior arouses concern in the people 
around him. Very often, this behavior 
occurs in a setting of organic mental im- 
pairment with defects in memory, think- 
ing, and judgment. To these people is 
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Disturbed behavior of residents in a 
home for aged is discussed in terms 
of etiology and treatment. Emotional 
conflicts stemming from frustrated 
dependency needs are recognized as 
the dominant etiologic factors. A 
practical, total milieu therapy is de- 
scribed with emphasis upon a par- 
ticular type of psychotherapy which 
has proved successful. 


haphazardly applied the designation 
“senile deterioration” or, if the disturbed 
behavior is more serious, “senile psy- 
chosis.” These terms, with their faint 
note of opprobrium, explain nothing but 
satisfy our penchant for naming things. 
The implication is that the patient’s be- 
havior is a result of brain damage and 
that the outlook is dismal. 

One unfortunate result of such pes- 
simistic thinking is that acute, disorgan- 
ized, psychotic states from easily rem- 
edied causes sometimes go unrecognized, 
are mislabeled senile psychosis, and al- 
lowed to relapse into fixed chronicity. 
Every physician is familiar with examples 
of acute psychotic states in the aged 
caused by nothing more serious than an 
infected tooth, which clear promptly 
when the cause is eradicated. It has been 
shown by autopsy findings that many 
old people who have never had disturbed 
behavior and who were quite clear men- 
tally have far advanced senile and arterio- 
sclerotic changes in the brain.’ Con- 
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versely, many of those who have ex- 
hibited disturbed and confused behavior 
have little if any cerebral damage. 


The Cause of Disturbed Behavior 
and Its Effect on Others 


What then does account for the dis- 
turbed behavior that is so often seen in 
older persons? In large measure, the 
answer is to be found in the youth of the 
old person—that is, in the psychologic 
deficits and conflicts that he carries with 
him into the increasing pressures of ad- 
vanced age. Part and parcel of the aging 
process is diminution of resiliency and 
flexibility and lessening capacity to adapt 
to change or stress. The more deficient, 
immature, or neurotic the psychologic 
adaptations of youth, the smaller the 
stress required in age to produce disor- 
ganized or disturbed behavior. Thus, 
minimal cortical damage is catastrophic 
to one, relatively unnoticed by another. 
When to the normal aging process is 
added the burden of physical illness, 
socioeconomic deprivation, loss of fam- 
ily, or disturbed personal interrelations, 
the victim responds with feelings of help- 
lessness and an intense wish to be taken 
care of by others. Frustration of these 
needs, which are often of insatiable 
strength, leads to fear of further damage 
to the self and to anger that help has not 
been forthcoming. These emotions, when 
intense, further disorganize the adaptive 
capacities and increase helplessness. This 
situation, so reminiscent of childhood, 
impels search for a parent substitute to 
provide the needed care. The old person 
may react with ingratiation, fearful sub- 
mission, anger, defiance, or coercion in 
the manner of the child with its parent. 
He complains about the food and de- 
mands special diets; the living arrange- 
ments do not suit him; the nurses mis- 
treat him, and so on. He may passively 
sabotage or openly rebel and assault. He 
may project his anger onto the environ- 
ment or turn his anger against himself 
and become depressed and suicidal. 
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The disturbed behavior of the aged, 
then, is meaningful and is not simple 
contrariness, irascibility, or manifestation 
of brain deterioration. It is a cry for help, 
however disguised! 

These people, however, are not only 
disturbed but are disturbing. At first 
glance, the anxiety such patients pro- 
voke in the staff personnel appears to be 
justified on realistic grounds. If we look 
more closely, however, we find that the 
staff member’s reaction is often more 
emotional than rational and is commonly 
that of hostility and rejection. In some 
patients this is the response sought after, 
fulfilling a hidden need for punishment. 
To others it is the response most feared, 
serving as fuel for the fire of rage. Why 
do staff members react in this fashion? 
Certainly, to some degree, there is the 
element of fatigue and human impa- 
tience, but more important there is lack 
of understanding and recognition that 
the offending patient is ill. 

At a deeper level, the patient may stand 
for a resented parent or the staff mem- 
ber may see in him a frightening picture 
of his own future when he will be aged 
and infirm. Other emotional reactions 
of the staff include pity and maudlin or 
compassionate sympathy. 


Development of a Therapeutic 
Program 


Now that we have outlined some of the 
problems of the disturbed patient, we 
should like to discuss how these prob- 
lems are handled in a large home for the 
aged—The Home for Aged and Infirm 
Hebrews of New York, which provides 
care for 874 residents. 

In this Home, the department of psy- 
chiatry was established upon the thesis 
that the staff, with its long experience 
with the aged, had developed consider- 
able knowledge of psychotherapy at a 
pragmatic, or an intuitive level. The task 
of the psychiatrist was to accumulate this 
information and place it in the frame- 
work of general psychiatric knowledge, 











thus rendering it communicable and sub- 
ject to scrutiny. 

The psychiatric program was begun 
in 1949 with one psychiatrist. His find- 
ings have provided the basis for much of 
the material presented here and have been 
published in numerous papers.** The 
present professional staff consists of six 
part-time neuropsychiatrists, two psy- 
chologists, and one full-time psychiatric 
social worker. The neuropsychiatrists 
spend a total of twenty-six hours a week 
at the Home. Their function falls into 
three broad categories: (1) diagnosis and 
treatment, (2) staff orientation, and (3) 
investigation. 


Diagnosis and Treatment of the 

Disturbed Patient 
The psychiatric staff functions as an in- 
tegral part of the medical department 
through which all psychiatric referrals 
are channeled. The psychiatrists make 
weekly rounds with the house physicians 
and contribute to diagnosis and manage- 
ment of everyday neurologic and psy- 
chiatric problems. Often the psychiatrist 
can help to differentiate transient psy- 
chotic reactions or those which may be 
expected to respond to treatment from 
more fixed or chronic psychoses which 
may require transfer to a mental hospital. 
Not infrequently, the psychiatrist has 
been able to alert the house staff to the 
existence of unrecognized physical ill- 
ness. Symptoms which would alert a 
younger person may go unnoticed in the 
aged, with their higher threshold of pain, 
or may be masked or expressed in emo- 
tional complaints or disordered behavior. 

Another important diagnostic function 
of the psychiatrist is the screening of 
applicants for admission to the Home. 
This function consists, in part, of screen- 
ing out those whose neuroemotional in- 
tegration is so disturbed as to tax existing 
facilities, as well as those who do not 
care to enter but who apply under family 
pressure. The psychiatrist is called upon 
to predict in acceptable applicants what 





problems in adjustment are likely to be 
encountered and to make specific pre- 
ventive recommendations to the staff. Or 
he is asked to make a decision in such 
cases as that of the motivated applicants 
who are not psychotic, but who show 
varying degrees of emotional disorder 
likely to render them disturbed and dis- 
turbing residents. Should they be re- 
jected to avoid friction, or should they 
be admitted and treated out of the recog- 
nition that a modern home is a going 
psychotherapeutic, rehabilitative con- 
cern? Our present policy is to recom- 
mend admission for those who seem 
likely to respond to treatment. 

The most important function of the 
psychiatrist is treatment. At first glance, 
this would appear to be a statement of 
the obvious. On second thought, how- 
ever, the prospect of lengthy psycho- 
therapy, as it is ordinarily practiced with 
younger people, for an enfeebled 85- 
year-old is hardly calculated to inspire 
optimism. Certainly it is true that psy- 
choanalysis and long-term psychother- 
apy, which aim at basic change in 
thought, feeling, and action, are not ap- 
plicable to this age group. At the Home 
for Aged and Infirm Hebrews, there has 
been developed a brief-session, spaced- 
interview, role-playing type of psycho- 
therapy which, in our experience, has 
proved successful in the amelioration of 
emotional disorders of the aged. 

The rationale for this technic centers 
about the propensity of these patients, 
with their overpowering feelings of 
helplessness, to cast authoritative persons 
in the. Home in the role of parents. The 
psychiatrist encourages this type of rela- 
tionship, nurtures it, and manipulates it 
to fulfill the emotional needs of the pa- 
tient, whether they are for affection, pro- 
tection, punishment, forgiveness, or re- 
spect. The gratification and mastery 
obtained by the patient in this type of 
relationship leads to greater feelings « 
self-esteem with resulting diminution ¢ 
helplessness. 


~~ ~~ 
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This procedure is practical and eco- 
noinical. Sessions last from five to fifteen 
minutes and patients are seldom seen 
more than once a week. In a study of the 
effectiveness of this technic in 41 patients 
with disordered behavior and evidence 
of brain damage, 49 per cent had def- 
inite improvement and 29 per cent, mild 
improvement. The average number of 
sessions was 8.5." 

This technic of psychotherapy is only 
one of the many types of treatment em- 
ployed. The specific method of treat- 
ment is decided upon only after an evalu- 
ation of the patient’s total functional 
capacity. Many patients respond to en- 
vironmental manipulations, such as 
change of room or roommate, diet 
changes, drugs, occupational therapy, 
and so on. The new drugs, Thorazine 
and Serpasil, have proved of definite 
value, particularly in the management of 
agitation in disorganized, psychotic 
states. 


Case History 
The following report illustrates treat- 
ment in a disturbed resident: 

Mr. R., a native of Poland, came to the United 
States at the age of 40 and was successful in 
building a yardgoods business. In his younger 
years, he was an active, independent, rather ty- 
rannical, overaggressive person. He was distrust- 
ful and suspicious in interpersonal relationships. 
He fathered 10 children but got along poorly 
with his wife and they finally separated. She 
died in 1943. He established several of his sons 
in business and lived with his children when 
advancing age and failing health forced him to 
retire. Frequent clashes with his children and 
need for regular medical care for heart disease 
led to his admission to the Home in 1950 at the 
age of 80. 

His adjustment to the Home was characterized 
by constant complaints, criticisms, and demands 
for special treatment. He irritated other resi- 
dents with his behavior and was involved in a 
number of assaultive incidents. One year ago, 
he attempted to kill another resident by striking 
at the victim’s temple with a fork while he lay 
asleep. Fortunately, he inflicted only superficial 
damage. This man had pushed Mr. R. in a pre- 
vious argument so that he fell and broke his 
clavicle. Mr. R. wanted “revenge,” and was dis- 
appointed that his attempt was unsuccessful, say- 
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ing that he wouldn’t have been electrocuted 
anyway at his advanced age. 

Because of this incident, he was transferred to 
a nurse-supervised dormitory in ancther unit, 
where he continued to complain and quarrel 
with the residents and threatened a hunger strike 
if he were not permitted to eat in the main din- 
ing room. On examination, he expressed numer- 
ous paranoid ideas and there was evidence of 
moderate brain damage. With alternating coer- 
cion and ingratiation, he tried to get the psy- 
chiatrist to obtain special privileges for him. 
These requests were denied firmly but kindly. 
He was encouraged to formulate a picture of 
the therapist as a powerful person who could 
grant his requests but wouldn’t because of his 
behavior. His rage was gradually focused on the 
therapist and he poured it out with vigor. The 
therapist, who seemed slightly cowed in the pa- 
tient’s eyes, remained friendly. The patient re- 
ferred to the therapist as his “probation officer” 
but, outside of his sessions, his complaints and 
aggressive behavior diminished noticeably. 

Therapeutic progress was almost interrupted 
when, in a fit of pique, he threw an orange at 
a nurse. The staff felt that Mr. R. had caused 
enough trouble and there was pressure to get 
him out of the Home. In staff conferences, 
the therapist explained the patient’s behavior 
and reassured against future danger. It was 
agreed to give the patient a further trial, a 
development which added impetus to the treat- 
ment program. Mr. R. now viewed the therapist 
as his protector and displayed increasingly warm 
feelings for him. A cane, which he carried for 
“protection,” was abandoned. When he was 
promised future rewards for present good be- 
havior, he responded very well and was finally 
permitted to take his meals in the main dining 
room where he has caused no difficulty. Current 
reports from the staff indicate that Mr. R. no 
longer presents a management problem. The 
patient reports that he is much more contented 
and is making friends. Thus far, he has had a 
total of 19 therapy sessions. He continues mar- 
ginally psychotic and how long he will maintain 
his present good adjustment is unknown. 


Certainly all patients do not respond 
as well as Mr. R., but he does serve as an 
example of what can be accomplished 
with a serious behavior problem. 


Staff Orientation 
In the last analysis, the degree to which 
the psychiatrist’s skills can be utilized in 
a home for the aged depends upon the 
staff's attitude toward the psychiatrist 
and its understanding of what he is try- 











ing to accomplish. The team approach 
which makes consistent use of each 
member’s talents and training toward 
common goal is of particular importance 
when the program allows minimal psy- 
chiatric time for each patient. To cite 
just one instance, the patient’s readiness 
to accept help from the psychiatrist is 
contingent upon the staff member’s own 
attitude. If, as can certainly happen in a 
poorly organized program, the psychia- 
trist is viewed as the way station to a 
mental hospital, the referring force may 
find itself against the proverbial immov- 
able object—the patient and his legal 
rights. 

Cognizant of this need, our psychiatric 
department devotes a good portion of its 
time to staff orientation. In group and 
individual conferences with all members 
of the staff, the psychiatrist assists in 
management and disposition of everyday 
behavior problems. Whenever possible, 
he attempts to explain the meaning of 
the patient’s behavior and the reasons for 
recommendations aimed at altering it. 
He tries tactfully to help individual staff 
members examine their own attitudes and 
the effect of such attitudes on the pa- 
tient’s behavior. 

Investigation 
Finally, the psychiatrist who deals with 
disturbed older persons functions as an 
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investigator. Each member of our staff 
is engaged in his own investigative proj- 
ect and it is the formal policy of the 
Home to encourage these endeavors. Ac- 
tually, every person involved in routine 
work with the aged, is an investigator 
and a potential contributor to research 
effort. Such observations of old people’s 
behavior and experiences in trying to 
help them should be studied objectively 
and correlated with other findings. It is 
from institutions for the aged, with their 
wealth of clinical material, their opportu- 
nity for controlled studies, and the long- 
term follow-up records that the needed 
research must come. The challenges are 
enormous, for our knowledge of the 
aged is still painfully small. Let us hope 
that the widespread interest in the prob- 
lems of old people and the search for 
methods to solve them will yet restore 
dignity and satisfaction to old age. 
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SOCIOMEDICAL PROGRESS 


An experiment in the counseling 


of older people 


ANN P. KENT, M.D. 


NEW YORK, NEW 


# The Adult Counseling Services of New 
York City came into being in September 
1953 with the opening of a Counseling 
Center in the Kips Bay-Yorkville Health 
Center. The Services were organized on 
the basis of the findings of a 1952 survey 
of persons over 60, living in the Kips Bay- 
Yorkville Health District, which is lo- 
cated in mid-Manhattan, and which has 
a population of about 260,000. 

The survey was carried out by means 
of personal home interviews with older 
people and their families. The picture 
emerging from this study was not one 
of unmitigated gloom. The majority of 
older people were able to carry on in- 
dependently and were reasonably content 
with their way of life. What was brought 
out, however, was that those in trouble 
did not know where to turn for help or 
showed a great reluctance to do so even 
when they knew of community resources 
which might have been of use to them. 
Consequently their troubles had become 


ANN P. KENT is district health officer, New York 
City Department of Health, and assistant pro- 
fessor of public health and preventive medicine 
at Cornell University Medical College, and as- 
sistant attending obstetrician and gynecologist 
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YORK 


A survey of 500 persons over 60 re- 
vealed that many of the older people 
who needed help had failed to utilize 
their community resources. A socio- 
medical counseling service was organ- 
ized in order to provide a Center 
where elderly people can take their 
problems and be guided to whatever 
assistance is available in the 
munity. 


COnN1- 


compounded and they presented the 
classic picture of hopeless old age. The 
Counseling Services represent an attempt 
at arresting this process of deterioriza- 
tion, to stop and to reverse, if possible, 
this spiral descent into apathy and help- 
lessness. 


Organization of the Counseling 

Center 
The Services are under the joint spon- 
sorship of the Medical College and the 
Department of Sociology and Anthro- 
pology of Cornell University and the 
Department of Health and Welfare of 
New York City. Financial support comes 
from the New York Foundation, a pri- 
vate philanthropy. Representatives from 





the university and the official depart- 
ments involved constitute a coordinating 
committee which establishes operating 
policy. 

The Kips Bay-Yorkville Adult Coun- 
seling Center began operation with one 
social worker, two psychologists, one 
public health nurse, one physician, and 
two clerical workers. Within a few 
weeks, a psychiatrist was added, and, at 
the end of four months, an additional 
case worker. 

Recruiting of professional staff other 
than physicians was carried out, by an- 
nouncements placed in professional jour- 
nals and by contacts with New York 
State Employment Service. The individ- 
uals selected were chosen on the basis 
of adequate training in their respective 
professions; variety of experience, with 
preference being given to work with 
“normal” population groups; and attitude 
toward older people and their problems. 

After a year’s experience on the staff 
of the original project, one of the social 
workers was assigned to the organizing 
and direction of a second counseling 
center, known as the East Harlem Coun- 
seling Center. By September 1955, these 
two counseling centers had handled ap- 
proximately 1,200 applicants for service. 

Various methods were used to pub- 
licize the Counseling Services, such as 
talks to community groups and groups 
at recreation centers for older people; 
meetings with staff members and super- 
visory personnel of the Department of 
Health and Department of Welfare; mail- 
ing of descriptive brochures to social 
agencies, churches, and libraries; listing 
in the Directory of Social Agencies; 
radio talks; poster displays in neighbor- 
hood establishments; and articles in for- 
eign language papers and in two of the 
large daily newspapers. The most pro- 
ductive type of publicity has been a 
series of three descriptive articles in the 
New York Daily News, each of which 
resulted in a noticeable increase in the 
number of applications for help, most of 


them directly from the old people them- 
selves. During the second vear of opera- 
tion, the Services are apparently becom- 
ing better known and understood by 
other agencies, as witnessed in an in- 
creasing number of referrals. 


Choice of Location and Scope of 
Service 


Several considerations governed choice 
of this particular health district as the 
geographic area. For one thing, 15 per 
cent of its population is over 60—a higher 
percentage of older people than any 
other health district of the city. The 
population and physical characteristics 
of the district constitute a fairly good 
cross section of the city as a whole, ex- 
cept for almost complete absence of the 
nonwhite element. All socioeconomic 
levels are represented, as well as 15 differ- 
ent ethnic groups. 

There is a tremendous variety in the 
land-use pattern, and dwelling units run 
the gamut from luxurious private homes 
and apartments to slums of the worst 
possible kind. Finally, the district shows 
a notable concentration of health and 
social agencies, which were seen as pos- 
sible resources for clients of the Center 
and as potential sources of referral to 
the Center. 

The age limit of 60 was selected be- 
cause it was felt that it is about this age 
that the problems of aging first become 
pressing. The size of the staff made it 
necessary to limit intake to those persons 
who could come to the Center them- 
selves. 

The criteria of age and ability to get 
about on one’s own have been closely fol- 
lowed in acceptance of clients for serv- 
ice, although occasional exceptions have 
been made. However, the residence re- 
striction was soon found to be imprac- 
tical. Despite specified residence require- 
ments, referrals and direct applications 
for service came from all over Manhat- 
tan and the Bronx and even from Brook- 
Ivn and Queens. Contacts with residents 
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of the original health district were not 
numerous enough to justify adhering to 
original geographic limitations, conse- 
quently, at the end of six to eight weeks 
of operation, this particular requirement 
was dropped. 

The East Harlem community in which 
the second counseling center is located is 
quite different from the Kips Bay-York- 
ville area. It is a uniformly depressed 
part of town, socially and economically, 
with old, congested housing, except in 
those blocks in which public housing 
projects have replaced slum dwellings. 
The former population, which was pre- 
dominantly Italian, is being replaced by 
immigrants from Puerto Rico, who are 
generally young. The elderly people are 
apt to belong to Italian or other ethnic 
groups. 

Although both Counseling Centers 
have the same admission policy, the case 
load of the East Harlem Counseling 
Center does not show the wide geo- 
graphic distribution of the other Cen- 
ter. There appear to be three main rea- 
sons for this: (1) a conscious effort on 
the part of the staff to work closely with 
the membership of the Recreation Center 
housed in the same building; (2) staff 
interest in the possibilities of counseling 
of the home-bound and actual service in 
the immediate neighborhood of the Cen- 
ter; and (3) the rather grim and forbid- 
ding appearance of the area as a whole, 
which is probably a definite deterrent to 
potential clients who must travel into 
this section from other parts of town. 


Referral of Clients 


The clients of the Adult Counseling Serv- 
ices are for the most part self-referred. 
Often they have read one of the descrip- 
tive newspaper articles or have heard one 
of the radio broadcasts featuring the 
work of the service. Some have seen 
the posters in neighborhood stores and 
libraries, or heard the word-of-mouth 
advertising of a satisfied client. This pat- 
tern of self-referral was particularly not- 
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iceable at Kips Bay-Yorkville Center dur- 
ing its first year of operation. 

Agency referrals from such sources as 
recreation centers for older people, hos- 
pital social service departments, public 
health nursing agencies, and welfare de- 
partment field workers, have increased 
during the second year of operation. Al- 
though this is gratifying in that it indi- 
cates greater awareness of the Services 
on the part of the community, it is the 
isolated older person whom the Coun- 
seling Services are primarily interested in 
reaching. It is within this group, espe- 
cially, that public health nurse and public 
assistance workers have a_ particularly 
important case-finding role to play, since 
in their daily rounds they come in con- 
tact with a tremendous number and va- 
riety of people. 

Clients are seen by appointment only, 
except in those occasional situations 
which call for immediate attention. The 
Waiting time for new appointments 
varies between one and two weeks. 

A small number of applications, about 
5 per cent, involve persons who, usually 
because of physical infirmity, cannot 
come to the Centers in person. This situa- 
tion is most often handled by immediate 
referral to one of the public health nurs- 
ing organizations. The Centers keep in 
touch with the applicant until definite 
contact has been established with the 
follow-up agency. Requests for help from 
persons ineligible because of age or resi- 
dence outside the city are referred to 
the appropriate local agency. 


Counseling Methods 
New clients are assigned to a counselor 
according to the time available in the 
worker’s daily schedule. The active case 
load averages 30 clients for each full- 
time counselor. 

An assessment of physical assets and 
liabilities is considered to be a basic re- 
sponsibility to every client. In most in- 
stances, this service, which does not in- 
clude any sort of therapy, is performed 
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by the Centers’ own physicians. After it 
is completed, the public health nurse dis- 
cusses the implications of the report with 
the client and his counselor. 

There are, of course, some clients who 
reject this aspect of counseling entirely, 
refusing to accept a physical examination 
and even resisting a referral to the public 
health nuise. However, counseling in the 
area of health maintenance is felt to be 
an integral part of the service, and this 
question is always brought up by the 
counselors at the earliest opportunity. 

The policy regarding psychiatric and 
psychologic appraisal is somewhat differ- 
ent. Decision as to the need for these 
services is left in the hands of the coun- 
selor, with the services available if he 
wishes to clarify the dynamics of the 
client’s behavior, to ascertain his intel- 
lectual capabilities, or to explore any 
other aspect of his personality. This may 
involve merely a case discussion with the 
consultant or actual referral of the client. 
Neither psychiatrist nor psychologist 
permits himself to become involved in 
any treatment situation. 

Group counseling has also been em- 
ployed occasionally. The groups have 
consisted of 4 to 8 persons and sessions 
have extended into 10 to 12 weekly 
meetings. 

Throughout his entire experience in 
the Center, the client’s counselor remains 
responsible for overall planning in his 
behalf, for determining when counseling 
should end, and for a summary of the 
story in the client’s case record. This 
responsibility for coordination of service 
is considerably facilitated by the freedom 
of communication which exists between 
various members of the staff. There are 
frequent informal, as well as planned, 
case discussions at all stages of the client’s 
progress. In each Counseling Center there 
is a weekly meeting of the entire staff 
and once a month the staffs of the two 
Centers meet together. 

The length of the counseling period 
varies a great deal. Many clients need 








only one session and others return at in- 
tervals for many months. The number of 
sessions may vary from one to 20 or 
more. It is estimated that the average 
client makes 4 visits, extending over a 
period of four to five weeks. The great 
majority of contacts are with the older 
person himself, but at times it is neces- 
sary to work with a family member, 
friend, or agency representative. 


The Clients and Their Problems 


What kinds of people turn to the Coun- 
seling Center for help and what are their 
problems? Pending the findings of sta- 
tistical analysis, these questions can be 
answered only in the most general way. 

Women outnumber men about 3 to 2. 
The average client is between 65 and 70 
years in age. The socioeconomic status 
of the group is marginal, although the 
educational level appears to be higher 
than might be anticipated. The problems 
presented by applicants can be grouped 
into several main categories, which are, 
in order of frequency: difficulty in find- 
ing employment; financial hardship: 
health problems; personal problems, such 
as loneliness, isolation, boredom, and in- 
ability to get along with neighbors, fam- 
ily, or spouse; and, finally, need for help 
with living arrangements. 

The service offered by the Center is 
predicated upon the assumption that 
much of the unhappiness, deterioration, 
and misery which overtake older people 
can be mitigated greatly by intelligent 
use of existing community resources. 
Therefore, no direct assistance is pro- 
vided, but the fullest use of such re- 
sources is made in meeting the client’s 
particular needs. Referrals to other agen- 
cies are carefully planned and not put 
into effect until the client is ready to 
accept them. 


Discussion 
Detailed analysis of the service rendered 
in the Centers will not be available for 
some time. The same group which con- 


Geriatrics, January 1956 47 





ducted the original community survey in 
1952 is currently engaged in a follow-up 
study of 100 clients who were given 
service early in 1954 in order to deter- 
mine the effectiveness of the counsel 
given. Pending the results of this evalua- 
tion, a few general remarks are justified. 

Perhaps the most difficult problem is 
that presented by the older person, who 
has an obsessive need to be gainfully em- 
ployed even though it is financially un- 
necessary. Since the labor market does 
not easily absorb cider workers, the 
client must be helped in accepting the 
realities of the situation and in planning 
constructive use of leisure time. Referrals 
to various recreational centers operated 
by the Department of Welfare or by 
voluntary groups have been successful 
in a number of instances. 

Fortunately, the picture in cases of 
financial hardship is not so grim. Com- 
munity resources are available in the 
form of Department of Welfare old-age 
assistance payments and the old age and 
survivor’s insurance benefits of the fed- 
eral government. Some of our people 
have not been aware that they are en- 
titled to such help. 

The housing problems have been most- 
lv questions of threatened eviction be- 
cause of demolition of old dwellings to 
make way for new construction. Special 
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housing facilities for the aged are at a 
premium, hence such difficulties are often 
nearly impossible to alleviate. 

New York is rather well provided with 
facilities for dealing with health prob- 
lems. This is not to say that the situation 
is ideal, but we have been able to intro- 
duce many of our clients to various re- 
sources for the diagnosis and treatment 
of physical complaints. Our own staff 
doctors perform what might be called 
a physical appraisal in order to ascertain 
the need for more extensive medical fol- 
low-up by institutions equipped for this 
purpose. We do not do any treatment 
of illness in our Centers. 

It is with the group of older people 
with personal problems that our coun- 
selors probably spend the greatest 
amount of time. Very often these people 
have personality difficulties of long stand- 
ing and mental hygiene facilities for this 
age group are almost totally lacking in 
the community. 

On the whole, the Adult Counseling 
Centers have been successful in reaching 
the people for whom they were planned 
—that is, older people in trouble who do 
not know where to go for help. In many 
instances, we have been able to steer 
them to a source of help. In others, the 
opportunity to talk at length about their 
troubles has been all that was needed. 
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Editorial 


Geriatrics and geographic pathology 


TT scientific and clinical problems of 
aging in man are difficult to study, 
partly because the human life span is a 
long one and results necessarily come 
slowly. Laboratory experiments to test 
the effects of environmental and genetic 
factors on the phenomena of aging are 
costly, time-consuming and difficult. The 
“experiments of nature” are, however, 
waiting to be analyzed and evaluated. In 
various parts of the world particular 
human genetic stocks have been exposed 
to different environmental circumstances 
for vears and centuries. If one could 
disentangle the roles of the various fac- 
tors in the differences in rates 
under differing circumstances, one might 
turn up important clues as to the causes 
and predisposing factors for diseases of 
old age. 

In this connection the resolution sub- 
mitted on October 1, 1955, by the In- 
ternational Union Against Cancer to the 
Third General Assembly of the Council 
for International Organizations of Medi- 
cal Science (CIOMS), is of great inter- 
est. The proposal reads as follows: 

“Geographical Pathology is essentially 
an international problem which can only 
be studied if comparable data from dif- 
fering countries are available. 

“Present conditions are favorable and 


disease 





it would be unfortunate to miss oppor- 
tunities which may not recur on account 
of the levelling of economic and social 
conditions which is taking place at the 
present time. Unfortunately it is still all 
too difficult to initiate comparable sur- 
veys in many countries. 

“There is, however, a solution and 
that is to provoke a psychological shock 
as was done by the organizers of the 
‘International Geophysical Year’ who 
were able to mobilize the resources of 
some forty nations pledged to undertake 
simultaneous and co-ordinated studies. 

“It is therefore proposed to follow this 
example in order to elaborate a geog- 
raphy of disease which will necessitate 
the simultaneous census of the main dis- 
eases in countries which differ in the 
geographic, racial, economic, social con- 
ditions, etc. 

“It must be stressed that national sur- 
veyvs May not have to cover the entirety 
of a country as sampling methods could 
be used. 

“The composition and structure of 
CIOMS appear well fitted to initiate such 
a project which cannot fail to interest a 
number of its member organizations. 

“With reference to the experience of 
the organizers of the International Geo- 
physical Year one could envisage that 
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CIOMS designate outside the member- 
ship of its Executive Committee, three 


experts of different nationalities who 
could co-opt two more to constitute a 
‘Preparatory Committee.’ 

“The task of the Preparatory Commit- 
tee would be to draw up the schema of 
the project and to submit to CIOMS the 
composition of a ‘Permanent Commis- 
sion’ whose task would be to carry out 
the project. 

“The role of the ‘Preparatory Com- 
mittee’ would be limited to the designa- 
tion of the diseases to be investigated and 
the designation of the number of experts 
belonging to the various disciplines to be 
represented, bearing in mind that the 
‘Permanent Commission’ should not ex- 
ceed fifteen in number. 

“CIOMS would then invite corres- 
ponding member organizations to nom- 
inate the experts in question. 

“Although the experience of the ‘In- 
ternational Geophysical Year’ has shown 
the advantages of the non-governmental 
character of the Permanent Commission, 
it is clear that this commission will have 
to work closely with UNESCO and the 
World Health Organization. 

“Bearing in mind the example of the 
‘International Geophysical Year’ one has 
to point out a fundamental difference: 


In the case of the International Geo- 
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physical Year the fundamental problem 
is financial as it is relatively easy to find 
the required staff for the studies. 

“In the case of the ‘International Year 
of Geographical Pathology’ the surveys 
are relatively cheap to undertake but it 
will be necessary to enlist the collabora- 
tion of the medical profession in the 
relevant region. 

“At present one could tentatively fix 
the date of the undertaking for 1960 or 
1961. 

“The meetings of the Preparatory 
Committee and of the Permanent Com- 
mittee could be convened in 1956 as 
CIOMS symposia. 

“The International Union against Can- 
cer has acquired a certain experience in 
the field of geographical pathology fol- 
lowing the Oxford Symposium (1950) 
and hopes that this proposal will be 
favorably received and will be the basis 
of increased collaboration between mem- 
ber organizations of CIOMS.” 

It is the intention of CIOMS to try to 
implement this proposal by convening 
a meeting of experts to lay out some 
concrete proposals for the conduct of a 
reliable study. Every student of gerontol- 
ogy will watch the outcome of this work 
with great interest. 


Maurice B. VisscHer, M.D. 



























When your geriatric 
patient gets bored 
with eating... 


it may well be that mealtime has 
become something “to get over 
with” rather than a pleasurable 
pastime. Introduction of a 
variety of foods and new menu 
interest can often play a big 
part in bringing a balky patient 
back to the table. Gerber 

offers 4 Cereals, over 65 Strained and 
Junior (minced) Foods to give you greater latitude 


in specifying a well-balanced, nutritionally-sound diet. PLUS: 


REQUIRED READING FOR YOUR GERIATRIC PATIENT 


More interesting “full-course” menus can be 
shee » planned with Gerber's “Special Diet Recipes” 


e a } —a tempting range of tested dishes for many 
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different tastes. For free copies 

of this booklet—with recipes properly 
indexed for Bland, Soft, Mechanically 
Soft, Liquid and Low-Residue diets— 
write to Dept. JG1-6, Fremont, Mich. 


Gerber, 
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Old People in a Modern Australian 
Community 


BERTRAM HUTCHINSON, PH.D., 1955. Melbourne 

University Press; New York: Cambridge Uni- 

versity Press. 180 pages, 6 illustrations. $4.75. 
In this book, Dr. Bertram Hutchinson of the 
British Social Survey Department and Depart- 
ment of Social Studies at the University of Mel- 
bourne, reports a study of the status of the aged 
in Victoria, Australia, including demographic as- 
pects, participation of old people in the eco- 
nomic life of the community, loss of amenity, 
material conditions, and some aspects of health. 
He reveals a situation so critical that only the 
combined efforts of the commonwealth and 
state governments, municipal authorities, church 
and philanthropic organizations, and the com- 
munity at large can fully succeed in enabling 
old people to play the useful part in society of 
which they are capable, and to live out their 
days in reasonable comfort, security, and 
happiness. 





main methods of investigation were 


Three 
employed to obtain the information set out in 


this report: (1) A sample survey was con- 
ducted to ascertain the material conditions of 
older people; (2) Open discussions and inter- 
views, focused mainly upon feelings, thoughts, 
and experiences were held with people 55 years 
and over; (3) An inspection of a number of 
existing homes and institutions, both govern- 
ment-run and privately operated, was made to 
gather first-hand information on the nature and 
purpose of these institutions. 

The author is a sociologist and is therefore 
concerned more with the consequences of the 
social than with the chronologic aspect of old 
age. He suggests that many things which are 
today regarded as the natural concomitants of 
old age are, in fact, socially conditioned, and 
cites medical and psychiatric evidence indicat- 
ing that much of the ill health and degeneration 
that is found among the aged can be explained 
on a social basis. The aged constitute a minority 
group and, in Victoria, the community’s denial 
of social and economic power to the aged 
rationalized on the basis of a belief in their 
mental and biologic inferiority. 

In the 55-and-over group in Victoria, women 
considerably outnumber the men; one _per- 
son in every eight of that age is living alone; 
and a larger number of men than women are 
living with relatives. It was found that 38 per 
cent of those 55 and over are in gainful employ- 
ment, and twice as many women as men draw 


(Continued on page 50A) 
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Book REVIEWS 
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old age pensions. One-third of these pensioners 
indicated that the amount of the pensions was 
inadequate for their needs. Housing conditions 
often provide dramatic evidence of the social 
status which the community 
minority group, and it is in this aspect of the 
material conditions of older people that the 
familiar pattern of discrimination asserts itself. 
The burden of rent is a very real one to many 
pensioners. Although three-quarters of those 
over 55 in rural areas own their own homes, 


accords to a 


renting is most common in urban communities. 

The survey which. 
although small in proportion to the whole, is 
numerically quite considerable; and it is among 
this minority that housing conditions fall short 
of minimal extent, such 
conditions are part of a general housing prob- 
lem and cannot be regarded as specifically an 
old-age problem. The young, however, expect 


showed a minority 


standards. To seme 


to improve their conditions; but the old people, 
because of their restricted part in the economic 
structure, have little hope of bettering them- 
selves, and therefore have a special call upon 
the attention of the housing authorities. 

There is some demand for regular medical 
attention among those not already benefiting 
from it, especially among the men. Only 17 per 
cent of the entire elderly population believe 
there is sufficient hospital accommodation for 





older people in their district, but only a small 
minority knew of this inadequacy from per- 
sonal experience. 

At the present time, 1.2 per cent of all those 
55 and over lives in homes or institutions. The 
demand for this type of housing, however, ex- 
ceeds the supply; 2 to 2.5 per cent would like 
living arrangements of this kind. Most of these 
homes are housed in old-fashioned and ineffi- 
cient buildings which are ill adapted to the 
needs of those they attempt to serve. Besides 
the cheerless and poorly furnished interiors 
with the lack of privacy, the author found a 
“terrifying atmosphere of boredom,” of hav- 
ing nothing to do. Generally speaking, there 
was nothing to do. On the whole, the homes 
conducted by such voluntary groups as_ the 
Freemasons and the Old Colonists served the 
interests of the aged better than the govern- 
ment-run institutions although, even in these, 
there was no organized occupation for the resi- 
dents. The most favorable impression was 
gained by the visit to a small home conducted 
by a religious body. The home houses only 
eight older people at present, but new sections 
with rooms for single people and flats for mar- 
ried couples are being built. 

The book is recommended reading for it 
presents vividly the situation of aging people of 
another country and provides one more op- 
portunity for a comparative study of problems 
and their solutions. 

HELEN K. MAURICE 
University of Michigan 
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YOU PRAISED ITS RICH, FULL FLAVOR 


... your patients will do the same! 


“Delicious! Full-bodied!“ That’s how 
you described Instant Sanka Coffee when 
you tasted it at medical conventions. No 
wonder you were so enthusiastic! 

Instant Sanka is 100% pure coffee. Only 
the caffein has been removed. That’s why 
your coffee-loving patients will be more 
than grateful when you tell them about 
Instant Sanka. 

If they’re sensitive to caffein, they'll be 
delighted to know they can still drink all 


Product of General Foods 


the coffee they want by switching to In- 
stant Sanka... because Instant Sanka is 
pure coffee with the caffein taken out. 





All pure coffee... 
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Merrell Symposium on “Problems of the 
Mind in Later Life” 


The Second Annual Symposium on Construc- 
tive Medicine in Aging sponsored by the Wm. 
S. Merrell Company of Cincinnati will be held 
on January 13, 1956, at the Netherland Plaza 
Hotel, Cincinnati. The topic of the symposium 
will be “Problems of the Mind in Later Life,” 
and will carry on the theme of constructive 
medicine in aging begun at the first meeting 
in 1955. All interested physicians are invited to 
attend and to participate in the discussions. 

The symposium will have as its moderator 
Dr. Maurice Levine, professor of psychiatry at 
the University of Cincinnati School of Med- 
icine. The program includes the following 
speakers and their subjects: 


Dr. Karl Bowman, professor of psychiatry, 
University of California School of Medicine, 
who will give the keynote address, “Genesis 
of Personality Changes in Later Life.” 


Dr. Edward Weiss, professor of clinical med- 
icine, Temple University Medical School, 
“Consequences of Anxiety as Related to the 
Cardiovascular System.” 

Dr. Franklin Ebaugh, professor of psychiatry, 
University of Colorado School of Medicine, 
“Age Introduces Stress Into the Family.” 


Activities and Announcements... 






Dr. Freddy Homburger, research professor 
of medicine, Tufts College Medical School, 
“Care of the Debilitated Aged Patient.” 


Dr. Ewald Busse, professor of psychiatry, 
Duke University School of Medicine, “Psy- 
chiatric Care of the Nonhospitalized Aged 
Patient.” 


Dr. Edward J. Stieglitz, author of Geriatric 
Medicine and consulting editor of Geriatrics, 
will sum up the symposium. 


Research in Criteria of Aging 


A research project to assess objective criteria 
of aging and determinants of retirement has 
been started at the University of Chicago under 
a grant from the National Institutes of Health. 
It is intended to develop physical, psychologic, 
occupational, and social measures which can be 
standardized by age and used to implement a 
flexible policy of retirement. The interdisci- 
plinary research team consists of Leonard 7. 
Breen, director, /mmett B. Bay, Ward C. Hal- 
stead, Robert K. Burns, all of the University of 
Chicago, and Robert W. Kleemeier, director of 
the Moosehaven Research Laboratory, Orange 


Park, Florida. 
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1) it is an efficient diuretic, and 2) it stimulates the heart muscle. 
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well tolerated and not likely to cause nausea or headache. 
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Advertisers Announcements... 


Antidepressive for Alcoholism 


A new “alerting” agent, Meratran, manufac- 
tured by the William S. Merrell Co., Cincin- 
nati, Ohio, helps thwart alcoholic bouts in pa- 
tients with concomitant depression. In a recent 
test, 20 of 24 patients who took Meratran at 
onset of depression had no recurrence of alco- 
holism for the four to six months period of 
the study. Psychiatric and psychologic tests 
showed that depression was an element in these 
patients’ alcoholism. 


Normal Hepatic Function 
in Treatment of Obesity 


Attention to liver function in the treatment of 
the obese is considered more important than 
an increased metabolism such as produced by 
thyroid medication. In a study of 6 different 
formulas in a group of 46 private patients, 5 
of the 6 products containing amphetamine or 
a derivative, alone or in combination with thy- 
roid hormone and the sixth containing small 
doses of d-amphetamine and phenobarbital, in 
addition to vitamin Biz, methylcellulose, and 
lipotropic agents, the best reducing combination 
was found to be the formula containing the lipo- 
tropics, which mobilize body fat for metabolic 


HABIT TIME 


burning. The first preparation to contain lipo- 
tropics, it is called Obolip and is produced by 
Lakeside Laboratories, Inc., of Milwaukee, Wis- 
consin. 


Organon Introduces New, Long-Acting, 
Aqueous ACTH Product 


Organon Inc., of Orange, New Jersey, has 
announced the availability of Cortrophin-Zinc, 
the newest advance in ACTH therapy. It is 
indicated in the treatment of shock, rheumatoid 
afflictions, allergic reactions, skin and eye dis- 
eases, and the other conditions amenable to 
ACTH therapy, especially where natural stim- 
ulation of adrenocortical function is desired. 
Dosage must be individualized to the needs of 
the patient. 


Equanil—New Anti-Anxiety Agent 


E-quanil is a new anti-anxiety agent with muscle 
relaxing properties made by Wyeth Labora- 
tories, Philadelphia. The drug has a selective 
interncuronal blocking action, producing re- 
laxation of skeletal muscles without affecting 
respiration and other vital functions. It acts as 
a central nervous system depressant, lessening 
tension, irritability, and restlessness. 
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nest Cowes beste the relaxed patient. 


Noludar relaxés the patient and usually induces 
sleep within one-half to one hour, lasting for 
6 to 7 hours. Clinical studies in over 3,000 
patients have confirmed the usefulness of 
Noludar in the relief of nervous insomnia and 
daytime tension. Noludar 'Roche' is not a 


barbiturate. Available in 50-mg and 





200-mg tablets, and in liquid forn, 
50 mg per teaspoonful. 
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on the presses now! 
symposium 
on 
arteriosclerosis 


more than 30 fact-filled articies by world-known clin- 
ical and research scientists in a 150-page volume. 


this symposium was presented at 
Minnesota September 7, 8, and 9, 1955, under sponsor- 
ship of the Minnesota Heart association. 


Participants included Drs. : 


KE. Cowies Andrus 
C. B. Aminson 
Henry T. Bahnson 
A. B. Baker 
Nelson W. Barker 
David P. Bart 
John F. Briggs 
John F. Broek 
Howard Burehell 
James A. Cosgriff 
Il. S. Diehl 

A. W. Duryee 
Davitt Felder 
Miller Fisher 
Ivan D. Frantz 


E. A. Hines, Jr. 
Charles A. Hufnagel 
Louis N. Katz 
Ancel Keys 

John W. Kirklin 

F. John Lewis 
Lena Lewis 

C. Walton Lillehei 
C. W. MaeCarty 

G. C. MeMillan 

H. Malmros 
William F. Maloney 
C. H. Millikan 

E. Newman 

M. F. Oliver 


the University of 


Irvine H. Page 
Grace Roth 

Henry I. Russek 
Lester R. Sauvage 
Wm. R. Scarborough 
W. P. Shepard 

H. B. Shumaker, Jt 
Ernst Simonson 
Henry L. Taylor 
Louis Tobian 
Richard L. Vareo 
William B. Wartman 
James Watt 

Paul D. White 
Edwin J. Wylie 


available in booklet form in early January, 1956. Price: $2.00. 


Limited Edition! Place Your Order Now! 


Minnesota heart association 
532 endicott bidg., st. paul 1, minnesota 
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Insurance statistics indicate that obesity is 
associated with a high mortality rate from 
cardiovascular-renal diseases. Regaining 
and/or maintaining normal weight is a 
physiological necessity for the heart 
patient. 

Medically supervised research on weight 
reduction shows active, overweight adults 
losing 114 to 2 pounds per week on a diet 
of appetizing meals featuring a variety of 
foods which provide all nutrient needs 
except calories—and which also satisfy 
hunger! Persons on such diets maintained 
pep and a sense of well-being, reported no 
hunger pangs . . . but shed excess pounds. 

These diets contain approximately equal 
weights of protein, fat, and carbohydrate. 
Fat combined with protein in a meal delays 
hunger—for it reduces stomach motility 
and gastric juice secretion, promotes slower 
digestion and makes possible a more grad- 
ual absorption of nutrients. 


NATIONAL DAIRY COUNCIL 
Since 1915 . 





111 N. Canal Street, Chicago 6, Tlinois. 


Extra pounds mean extra work for the heart. Help your patients 
avoid heart stress by early control of body weight. It’s never too 
early to practice weight control ... but it may one day be too late. 



















The foods included in these diets provide 
all essential nutrients in amounts recom- 
mended for adults. Only calories are in 
deficit. Dairy foods are an important fea- 
ture of these meals because of their high 
proportion of nutrients in relation to the 
calories they provide. Their taste appeal 
and variety make the diet easy to follow 
until the desired weight is lost. 

Doctors! Send for the convenient leaflet 
and diet instruction sheets containing 
menus for three full meals a day for an 
entire week. Diets at two moderately low 
calorie levels are included. These diet in- 
structions will be useful even where a 
person may require a different calorie level 
for weight loss. For such individuals, the 
physician can suggest desired modification 
retaining the basic diet plan. 

These materials are yours on request— 
without cost or obligation. Simply fill out 
the coupon below and mail it today. 
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invites you to attend a Symposium ce 


Constructive Medicine 
in Aging: Problems of the 
Mind in Later Life 


on Friday, Fanuary 13, 1956, at the Pavillon Caprice of the 
Hotel Netherland Plaza, Cincinnati, Ohio, from 9:30 a.m. to 5 p.m. 
Luncheon will be served in The Hall of Mirrors. 


Maurice Levine, M.D. 
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Karl Bowman, m.p. 


Menta Lire or Acinc PERSONS 
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Edward Weiss, M.D. 
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The Symposium on Constructive Medicine in Aging ts sponsored 
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Merrell’s Gerontological Research Program. 
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Its unique formula comprehensively embraces ss 
the gastrointestinal adsorbents and detoxicants 


kaolin and pectin, with the proven spasmolytic- 
sedative properties of ‘Donnatal’, and the 
superior antacid action of dihydroxy aluminum 


aminoacetate...in a highly palatable suspension. 


Each 30 cc. of Donnagel contains: 


Hyoscyamine Sulfate 0.1037 mg. 
Atropine Sulfate 0.0194 mg. 
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Kaolin (90 gr.) 6.0 
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May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


MIN A & D OINTMENT 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 
pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 
BR in 1% oz. or 4 oz. tubes; 


1 lb. or 5 Jb. jars. 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 





July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 
and evidence of beginning epithelial repair. 











way weed NEOBON 1 


new NEOBON contains 4 factors plus 1... 


for those over 41 


Gonadal Hormone Replacement 
Balanced combination of ethinyl estradiol and 
methyltestosterone 

Hematinic Component 
lron plus 7 other hematopoietic factors 


Digestant Enzyme Replacement 
Helps insure adequate digestion 


Nutritional Supplement 
9 important minerals, plus essential vitamins 


and the exclusive “PLUS 1” FACTOR 


Protein Improvement 
With lysine, essential amino acid commonly lacking 
in geriatric diets 
Supplied: Bottles of 60 soft, soluble capsules. 
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rN 
IN CORTICOID-TREATED PATIENTS 


minimize 
adrenal 


SU ASSO 
and 





split 
CeProrrin ees 


BY THE REGULAR PERIODIC USE OF 


HP"ACTHAR Get 


Stress of surgery, accidents or infections is magni- 
fied in patients treated with cortisone, hydrocorti- 
sone, prednisone or prednisolone. Adrenal steroids, 
even in small doses, jeopardize the defense mech- 
anism against stress by causing adrenal cortical 
atrophy. Concomitant use of HP*ACTHAR Gel 
counteracts adrenal atrophy by its stimulant action 
on the adrenal cortex. 
Dosage recommendations for 
supportive HP*ACTHAR Gel are, inject: 
1 a. 100 to 120 U. of HP*ACTHAR Gel for every 
100 mg. of prednisone or prednisolone. 
b. 100 U. of HP*ACTHAR Ge/ for every 200 to 
300 mg. of hydrocortisone. 
c. 100 U. of HP*ACTHAR Gel for every 400 mg. 
of cortisone. 
2 Discontinue use of steroid on the day of in- 
jection. 


*Highly Purified. HP*ACTHAR Gel is The Armour Labora- 
tories brand of purified corticotropin. 


THE ARMOUR 
LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


RAUVAL 


OLFIA SERPENTINA TRATED RS 





Because RAUVAL contains all of 
the rauwolfia alkaloids, it provides 
a natural balance between 
hypotensive and sedative effects, 
and symptomatic relief is 
remarkably prompt. 


This balance makes RAUVAL the 
drug of choice for patients with 
labile hypertension, especially when 
accompanied by tachycardia 

or neurosis.!:? 


Supplied: Bottles of 100 and 1000 
tablets in two strengths: 
50 mg. s.c., red 
100 mg. s.c., pink (double strength) 


1. Wilkins, R. W.: Ann. Int. Med. 
37:1144, Dec., 1952. 

2. Wilkins, R. W., and Judson, W. E.: New 
England J. Med. 248:48, Jan. 8, 1953. 


THE VALE CHEMICAL a, 
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with measure, it doth profit 


them much and maketh 


good digestion...” 


—Bullein, W.: Government of Health, 1595. 


Through the centuries wine has been traditionally re- 
garded as a valuable food and medicine; acclaimed not 
only as an aliment but as a pleasant aperitif, whose taste 
and bouquet add zest to a meal and favorably influence 
both appetite and digestion. 

In recent years, however, there has developed within 
the medical profession a demand for more fact and less 
conjecture regarding the virtues and values of wine in 
clinical practice. 

Accordingly extensive research programs have been in 
progress for some 15 years, studying the chemistry of 
wine, its physiological action in the body and hence its 
true clinical rationale. 

In consequence, we now have evidence to show why a 
glass of Port, Sherry, Burgundy, Rhine Wine—depending 
on individual taste—can actually stimulate the lagging 
appetite and digestion of your geriatric, post-surgical, 
sick or convalescent patient. 

Similarly, there is evidence to show that wine can pro- 
vide safe as well as effective sedation in many patients 
and thus has proved invaluable for the treatment of the 
insomniac, the irritable, the restless or depressed patient. 

Reports on these, and on many other medical attributes 
of wine, have been condensed into a small, readable bro- 
chure entitled—‘“Uses of Wine in Medical Practice.” A 
copy is available to you—at no expense—by writing to: 
Wine Advisory Board, 717 Market Street, San Francisco 
3, California. 





To your hypercholesteremic patient with 


CARDIOVASCULAR DISEASE, 
ANGINAL SYNDROME, 
DIABETES MELLITUS, 
OBESITY, 


MONICHOL” means far more than a striking 
reduction in serum cholesterol levels 









MONICHOL 


¢ Often produces an 
entirely new mental outloc 
characterized by an 
improvement in mood 
and a sense of euphoria." 


e relieves anginal pain. 


e produces objective and 
subjective improvement’ | 
diabetic, obese hyper- | 
cholesteremic patients. 


1. Sherber, D.A., and Levites, MM 
J.A.M.A, 152:682 (June 20) 1953 


2. Albert, A., and Albert. M 
Texas State J. Med. 50:814 (Dec.) 1954 


Ive 


IVES-CAMERON COMPANY 
Philadelphia 1, Pa. 


“A unique 
physiochemi 


” 
(Polysorbate 80, Choline, Inositol) complex 


Supplied: Bottles of 12 fl. oz. 
Literature available 
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NEW YORK 18, N. Y. 


FOR 





WINDSOR, ONT, 


HYPERTENSION 


Synergistic The rapy 


with New 


THEOMINAL R.S. 


Now you can give your hypertension patients 
the compound therapeutic advantages 

of two successful hypotensive agents: 
Theominal (theobromine with Luminal®) 


and purified Rauwolfia serpentina alkaloids. 


THEOMINAL R. S. gives 


Theominal R. S. offers both the vasodilator and 
myocardial stimulant actions of theobromine with 
Luminal and the moderate central hypotensive effect of 
Rauwolfia serpentina. Gentle sedation calms the patient 
and a feeling of “relaxed well-being” is established. 
With Theominal R. S. the therapeutic potency of each 
of the components is enhanced and the chance of a 
patient's sensitivity to any one drug is lessened. 


Each Theominal R. S. tablet contains: 





Theobromine ; 0.32 Gm. (5 grains) 
Luminal . ceseeeeee 10mg. (% grain) 
Purified extract of Rauwolfia 

serpenti Ikaloids ....... . 1.5 mg. 


DOSE: 1 tablet two or three times daily. 
SUPPLIED: bottles of 100 and 500 tablets. 


THEOMINAL AND LUMINAL (BRAND OF PHENOBARBITAL), TRADEMARKS REG. U.S. PAT. OFF. 





for the “Sippy- diet” patient 


a welcome (and often necessary) change from ‘‘milk-and-cream” 


MULL"S OY patins 


Pioneer soy alternative to milk... 
reported to be “noticeably more sooth- 
ing to the upper gastrointestinal tract 
and seemingly easier to digest.’” 
Comparable to milk in buffering’? and 
nutritional’ qualities. Contains no 
cholesterol...and costs the patient 
much less than milk-and-cream. Easy 
to prepare —4 level tablespoonfuls to 
8 oz. water. In 1-lb. tins at all drug 
outlets. 

1. Balfour, D. C., Jr.: Am. J. Gastroenterol. 22:181, 1954, 
2. Burke, J. O., et al.: Internat. Kec. Med, & Gen. Practice 


Clin. 167:587, 1954. 3. Sternberg, S. D., and Greenblatt, I. J.: 
Ann, Allergy 9:190, 1951. 


Are you wondering how MULL-SOY 
Powdered tastes? Return this coupon 
for professional trial samples and see 


‘for yourself how pleasant it can be 


for your milk-weary or milk-intoler- 
ant ulcer patients. 


THE BORDEN COMPANY 
Prescription Products Division, Dept. 201 
350 Madison Avenue, New York 17, N. Y. 
Please send to me, without charge, four 
4-02. tins of MULL-SOY Powdered. 


Dr 





Street 














